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Encompassing all the recent and revolutionary 
aduances in thoracic diagnosis and treatment 


With today’s management of tuberculosis, pneu- 
monia, bronchial cancer, etc., being an entirely 
different problem than it was 10 years ago, the 
need for this book is quite obvious. 


Here is a complete picture of today’s most effec- 
tive techniques and procedures in handling dis- 
eases of the chest. The description of these 
methods 1s so concise and specific, you can put 
them to work in your practice immediately. 


Authoritativeness is unqualified. With the excep- 
tion of contributions to 3 chapters, all of the text 
is based upon the personal experience and obser- 
vations of the well-known authors—one an in- 
ternist, the other a radiologist. 


Diagnostic procedures are detailed. Six chapters 
are devoted to clinical history, evaluation of com- 
plaints, physical examination, bronchoscopy, labo- 
ratory studies, radiologic examination, segmental 
anatomy and measurement of pulmonary function. 


The authors then consider every thoracic disorder 
you are likely to encounter in your practice. For 
each they describe etiology, pathology, clinical 
manifestations, complications and mortality. Spe- 
cific therapy is up-to-the-minute, including all the 
latest proven drugs—plus indications and contra- 
indications for surgery. Prevention is stressed 
throughout. 


All the disorders you’d look for in a book like 
this are covered—run down the table of contents 
at the right to see just how comprehensive it is. 


The illustrative material—mainly roentgenograms 
of the chest—is outstanding. There are 634 illus- 
trations on 288 figures. These amplify the text in 
such a way, nothing is left to doubt. 


By H. CORWIN HINSHAW, M.D., Clinical Professor of Medi- 
cine, Stanford University School of Medicine; and L. HENRY 
GARLAND, M.D., Clinical Professor of Radiology, Stanford 
University School of Medicine. 727 pages, 7” x 10”, with 634 
illustrations on 288 figures. About $15.00. Just Ready! 
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EIGHT-YEAR 


STUDY OF PANCREATITIS AND SPHINCTEROTOMY 


Henry Doubilet, M.D. 


and 


John H. Mulholland, M.D., New York 


The purpose of this work was to investigate the ana- 
tomic, physiological, and clinical basis for the thesis that 
recurrent pancreatitis is due basically to reflux of bile 
into the pancreatic duct. To demonstrate the role of re- 
flux, it was necessary to show, in patients witl. this dis- 
ease, that (1) an anatomic common passageway was 
present, through which reflux from the bile duct into the 
pancreatic duct could occur when the sphincter of Oddi 
was in spasm and (2), when further reflux was pre- 
vented by destroying the function of the sphincter Oddi, 
progress of the disease was arrested and the patient 
would improve. It was found that criteria for the diag- 
nosis of recurrent pancreatitis were clarified by a clearer 
understanding of the pathological process. 


MATERIAL AND PROCEDURES 

The following procedures on 319 patients subjected to 
sphincterotomy were carried out, whenever possible and 
feasible. 

Preoperative Procedures.—Clinical history was taken 
with special reference to the biliary-pancreatic system; 
\-rays were made of the stomach and duodenum and, 
when present, the gallbladder; and serum amylase level 
determinations and secretin tests were done when indi- 
cated. 

Operative Procedures.—Cholangiographic x-ray stud- 
ies (fig. 14) through the cystic or common duct were 
performed regularly. Continuous injection during the 
period of x-ray exposure visualized the whole biliary- 
pancreatic-duct system. Pancreatographic x-ray studies 
(fig. 1B) were done whenever the sphincter of Oddi was 
sectioned transduodenally. After section of the sphincter, 
a plastic tube was inserted into the pancreatic duct. In- 
jection of radiopaque solution (70% ) visualized the 
whole duct system and the accessory pancreatic duct, 
it present. The acinar tissue was not opacified in the ab- 


¢ The sphincter of Oddi was cut in 319 patients 
whose repeated attacks of abdominal pain and other 
symptoms had led to the diagnosis of recurrent 
pancreatitis. The diagnostic criteria included high 
serum amylase level and diminished production of 
pancreatic juice in the secretin test. 


It was believed that spasm in the sphincter would 
cause bile to enter the pancreatic duct system and 
provoke recurrent pancreatitis because the bile and 
pancreatic juice shared a common passageway 
before entering the duodenum. This passageway was 
demonstrated at operation in 316 patients, either by 
direct observation during transduodenal sphincter- 
otomy, or by other means such as cholangiography. 


Sphincterotomy must be accompanied by chole- 
cystectomy, whether the gallbladder is normal or 
not. The operation abolished the pain caused by dis- 
tention of biliary and pancreatic ducts and ended 
the attacks of severe pain of recurrent pancreatitis. 
It did not prevent attacks of acute pancreatitis that 
resulted from ingestion of alcohol or fats in 16 
patients. It did, in most cases, stop the progressive 
destruction of the pancreas and make regeneration 
possible. 





drain the pancreatic duct in the pancreatographic stud- 
ies," and when the common bile duct was opened a 
T tube was inserted (fig. 24). If a pseudocyst was 
present, a plastic tube was inserted into it to follow re- 
gression of the cyst by x-ray.” Bile and pancreatic juice 
recovered at operation was saved for analysis. Biopsy 
of the pancreas was occasionally done 

Postoperative Procedures.—Bile and pancreatic juice 
collected during the postoperative period was analyzed 
for pancreatic enzymes; reflux studies were done to es- 
tablish the presence of a common passageway; serial 











sence of acute inflammation. A plastic tube was used to cholangiograms and pancreatograms were made to fol 
: 4 ate Professor of Surgery, New York University College of Medicine, and Visiting Surgeon, Third (New York University) Surgi Division 
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low the course of resolution of the acute processes; and 
the tone of the sectioned sphincter of Oddi was recorded 
on a kymograph.® Serial secretin tests * were done over 
a period of years to follow functional regeneration of 
the pancreas. All patients were seen in a spectal clinic. 











Fig. 1.—A, operative cholangiogram. Note distended ampulla (arrow) 
above spastic sphincter of Oddi and outline of whole pancreatic duct (two 
arrows) by reflux. 8B, operative pancreatogram. Note accessory duct 
emptying into duodenum (arrow). For postoperative observations, tube 
is passed up common duct, after forming loop in duodenum (two arrows), 
and out through cystic duct. 


PATHOLOGICAL PROCESS 


Observations, by means of the procedures described, 
on 319 patients built a concept of the pathological proc- 
ess in pancreatitis that may be summarized as follows. 


Intrapancreatic Changes.—Since resolution of the 
pathological process was often protracted long after im- 
provement in the clinical condition, a wide variety of 
pathological conditions was observed. The inflammatory 
reaction varied from mild local to general edema and 
from patchy areas of necrosis to widespread necrosis and 
hemorrhage. However, in many others, resolution of 
the acute inflammatory edema was complete, so that at 
operation performed during an interval between typical 
attacks the pancreas was normal to palpation and on 
histological section. Inflammatory edema, when encoun- 
tered, created a swollen, boggy, weeping gland. When 
there was widespread necrosis, ensuing fibrosis con- 
verted the gland into a hard, pipe-stem-like organ. In 
some cases, efforts at regeneration between attacks caused 
elevation of individual lobules and a cobblestone-like 
surface as in cirrhosis of the liver. 





3. Doubilet, H., and Colp, R.: Resistance of the Sphincter of Oddi in 
the Human, Surg. Gynec. & Obst. 64: 622-633 (March) 1937. 

4. Doubilet, H.: Value of the Secretin Test in Surgery, Surg. Clin. 
North America 29: 489-499 (April) 1949. 


$22 PANCREATITIS—DOUBILET AND MULHOLLAND 





J.A.M.A., Feb. 18, 1956 


The basic physiological abnormality, spasm of the 
sphincter of Oddi, by increasing the resistance to flow of 
bile and pancreatic juice, often caused distention of the 
biliary-pancreatic-duct system. The pancreatic ducts be. 
came dilated to a remarkable degree at times (fig. 2p) 
With injury to the duct walls, cystic dilations, often the 
seat of multiple abscesses, occurred, especially in the tail 
of the gland. Large true cysts occurred only in the head 
after extensive destruction of tissue, and, when these 
cysts persisted, a thick wall of the chronic type formed, 


Islet tissue was occasionally involved in the acute 
process, producing temporary diabetes. After widespread 
fibrosis, especially of the tail of the pancreas, a perma- 
nent diabetes similar to that after pancreatectomy oc- 
casionally occurred. Diagnosis of this condition was dif- 
ficult, since fasting blood sugar level might be normal 
and the morning urine free of sugar. Only a glucose 
tolerance curve revealed the true condition (fig. 3), 


yy = ea 
f y CGA 








Fig. 2—A, drainage of pancreatic duct. Polyvinyl tube (b) passes 
alongside T tube (a), through lower end of T lying in common duct, 
through cut sphincter of Oddi (c), and up pancreatic duct. Bile and 


pancreatic juice are collected separately. After four days T tube 1s tied 
and polyvinyl tube inserted into it by means of needle (inset B), allowing 
pancreatic juice to circulate back into duodenum. B, marked dilatation 
of pancreatic duct in case of recurrent pancreatitis. Dilatation was ¢v¢ 


to long-standing spasm of sphincter of Oddi, since gallbladder was ™ rma 
and no calculi were present in biliary tract. Note reflux of radiopadys 
solution back into duodenum through accessory duct (arrow). 


Calcification of the pancreas was present in 14 cases. In 
two instances the calcification appeared suddenly alter 
one of a series of acute attacks. Calcium carbonate cal- 
culi, formed in the fine pancreatic ducts, were helv im- 
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mobile by fine dendritic processes typical of such stones,° 
but occasionally a large stone in the tissues of the pan- 
creas would erode into the main duct and cause ob- 
struction (fig. 4). 

Pancreatic juice secretion as measured by the secretin 
test was occasionally increased after an acute attack, 
presumably due to enlargement and congestion of the 
pancreas. Even with extensive injury to the gland, the 
secretin test has been normal because of regenerative 
capacity of the pancreas. It was only with major destruc- 
tion that the secretin test became diminished. One in- 
teresting finding, which occurs often during acute inflam- 
mation, waS an excessive quantity of active trypsin, 
rather than trypsinogen, in the juice flowing from an 
acutely inflamed gland.® After subsidence of the acute 
process, the active trypsin disappeared (fig. 5A). The 
presence of active trypsin in the ducts during the resolu- 
tion of acute inflammation might be the explanation for 
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Fig. 3.—Glucose tolerance curve in patient with extensive fibrosis of 
pancreas. Note that, although blood glucose level rose to 260 mg. per 100 
cc. fasting blood sugar level was normal and morning urine contained 
nO Sugar. 


recurrence of an acute attack that often occurred when 
a fat meal was given during the convalescent period 
(fig. 5B). 

Intraperitoneal Spread of Exudate Containing Pan- 
creatic Juice.—Exudate passing from the pancreas into 
the lesser sac and the general peritoneal cavity through 
the epiploic foramen (foramen of Winslow) (fig. 6) re- 
sulted in chemical peritonitis. As the exudate progressed 
over the dome of the liver and down the right lumbar 
gutter, a clinical picture of acute cholecystitis, ruptured 
Peptic ulcer, or acute intestinal obstruction was pro- 
duced.” The organs adjacent to the pancreas often be- 
came involved in the acute chemical reaction. Parts of 
the stomach and duodenum resting against the pancreas 
were severely inflamed through all the layers in some 





5. Doubilet, H., and Mulholland, J. H.: Surgical Treatment of Calcifi- 
cation of the Pancreas, Ann. Surg. 132: 786-797 (Oct.) 1950. 

6. Troll, W., and Doubilet, H.: The Determination of Proteolytic En- 
zymes and Proenzymes in Human Pancreatic Juice, Gastroenterology 19: 


326-330 (Oct.) 1951. 

__1. Doubilet, H., and Mulholland, J. H.: The Diagnosis of Acute Pan- 
‘reatitis, Surg. Clin. North America 30: 443-450 (April) 1950. 

of Te Oubilet, H., and Mulholland, J. H.: Pancreatic Cysts: Principles 
f Treatment, Surg. Gynec. & Obst. 96: 683-692 (June) 1953. 
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instances, so that gastrointestinal bleeding, sometimes of 
massive extent, was observed. Acute pericholecystic in- 
flammation, leaving a residue of dense adhesions about 
the gallbladder, was common. Of 109 thin-walled gall- 
bladders found at operation, 61 (56% ) were covered by 





Fig. 4.—A, calcification in head of pancreas (arrow) in patient with 
normal gallbladder. B, at operation, injection through fine plastic tube 
(arrow) lying in pancreatic duct opacified an enormously dilated pancre 
atic duct (two arrows), partly obstructed by conglomerate mass of calcul, 


adhesions. In 14 of these, adhesions interfered with mo- 
bility of the gallbladder, so that cholecystographic studies 
failed to visualize the organ. 

Retroperitoneal Spread of Exudate and Pancreatic 
Juice.—Accumulation of pancreatic juice in the retro- 
peritoneal tissues after rupture of pancreatic ducts was 
a common occurrence and was apparently due to the fact 
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Fig. 5.—A, secretion of active trypsin by inflamed pancreas. B, results 
of intake of fat meal given in x-ray department during cholecystographi 
examination. 


that the resistance to its flow through the spastic sphincter 
was greater than to its passage into the retroperitoneal 
space.* 

By pancreatic studies it was possible to observe the 
extent of this process. Seepage of pancreatic juice into 
the left side at times formed large pseudocysts and ex- 
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tended downward to the sigmoid mesocolon (fig. 7A), It was found to be related to low blood potassiuin eye) 
upward to the subphrenic space, or, as in one case, along Administration of potassium could produce a norma! 
the aorta to the posterior mediastinum (fig. 7B). Exten- psyche within a few hours, although as a rule the deficit 
sion anteriorly between the leaves of the mesocolon has was so great that 24 to 48 hours were required to restore 
caused obstruction of the left side of the transverse colon. the serum potassium level and relieve the psychosis. Los 
Around the left kidney, occasionally a perinephric ab- of semipermeability of the duct epithelium during the 


acute inflammatory process allowed large amounts oj 
amylase and lipase to enter the lymph and blood. Hiv} 
serum amylase level was found in 118 cases. Measure- 
ment of the serum lipase level was done occasionally 
High lipase level was never found in the absence of high 
amylase level. In other acute episodes, in the presence of 
fibrosis of the pancreas, serum amylase level was not 











M4 PLEURA elevated. At times it was absent. This phenomenon ap- 

peared to be related to extensive loss of exocrin glandular 

FORAMEN tissue. Although it was likely that the levels of trypsin- 

DIAPHRAGM (WINSLOW) ogen or other proteolytic pancreatic enzymes were ele- 
vated in the blood, no method for measurement was 

STOMACH — available. Occasional changes in clotting and thrombosis 
PANCREAS of superficial veins suggested high circulating trypsin 

——— KIDNEY Further, excessive bleeding from needle puncture and 


gastrointestinal hemorrhage was encountered. 








T. COLON 
PRESENCE OF COMMON PASSAGEWAY 
The presence of a common passageway between the 
bile and pancreatic ducts was demonstrated by one or 
all of the following means. 


\ 


SIGMOID C. 


Operative Cholangiographic Studies.—The sphincter 
of Oddi was made spastic by injecting 0.1 N hydro- 
chloric acid through a Rehfuss tube, the metal bucket of 
which lay near the papilla. When iodopyracet ( Diodrast) 
or sodium acetrizoate (Urokon sodium) was injected 
into the biliary tract, it was diverted up the pancreatic 
duct through this passageway (fig. 1A). In this series a 

Fig. 6.—Sagittal section through left nipple line shows retroperitoneal common passageway was demonstrated thus in 196 cases 
space in which pancreas lies. Exudate following acute inflammation sur- (61 % ). Failure due to technical reasons. such as too 
rounded capsule of kidney; spread was contained by diaphragm except at e 
hiatus through which aorta passes; here it may invade posterior medias- 
tinum; it may also spread anteriorly between leaves of mesocolon, as well 
as gastrocolic omentum. 





BLADDER 
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scess resulted, or acute inflammation of the kidney with 
albumin, casts, and red blood cells in the urine was seen. 
On the right side, pseudocysts were rare. However, ex- 
tension of the exudate up the gastrohepatic omentum 
was common and produced an acute pericholedochitis. 
This, in association with swelling of the head of the 
pancreas, often caused a transient obstructive jaundice. 
The ensuing fibrosis produced a narrowing of the com- 
mon duct and tortuosity due to shortening of the gastro- 
hepatic omentum. This fibrosis and shortening pulled 
up and distorted the bulb of the duodenum, leading to a 





mistaken x-ray diagnosis of ulcer. In this series, 47 pa- 
tients had been treated for duodenal ulcer without avail, Fig. 7.—A, large pseudocyst of pancreas, with an extension down lef 
b lumbar gutter (2 arrows). Note blind dilated end of accessory GU 

and a small number had been operated on. (arrow). B, injection of radiopaque solution up pancreatic duct reveale 
J a ae x oe . -a: . huge pseudocyst of pancreas, lying in posterior mediastinum and extending t 
Abnormalities in the Blood.—Loss of fluid intraperi- wp to seventh thoracic vertebra (artow). Extension of process was 299 ) 

2 toneally, retroperitoneally, and into the intestine pro- ently by way of retroperitoneal space around aorta. 

duced deficiencies in electrolytes and plasma proteins. : 

° ‘oe — . ’ « - M4 "8t3 ; 7 > cf { A 

This was enhanced if vomiting or diarrhea occurred dur- much atropine or poor positioning of the Rehfuss tude 

° » ° . — = voshasistc in accagoewaV 
ing the acute phase. Large amounts of water, sodium, did not exclude the possibility of a common passagewa) I 
potassium, blood, and plasma were needed for replace- In such instances further studies were done. 
ment. Psychotic excitement and hallucinations were not Reflux Through a T Tube.—Injection of secretin inl } 
uncommon (22 cases in this series), and in these cases the a patient with a T tube in the common duct resulted in f 


patients were often given diagnoses of delirium tremens. the retrojection of pancreatic juice, containing unactr 
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oroteolytic enzymes, up the common duct if a 
t < ? 


yatec 
common passageway was present. A common passage- 


,as demonstrated in this manner in 78 cases. 


way 

Dir: ct Observation.—When the sphincter of Oddi was 
sectioned transduodenally, the entrance of the pancreatic 
duct could be seen and cannulated in the posterior wall 
of the open ampulla of Vater. A common passageway 
was demonstrated in all but one of the patients so oper- 
ated on (228 cases). In this patient, pancreatographic 
studies through the accessory pancreatic duct showed the 
main passageway was occluded by the inflammatory 
process. A common passageway was demonstrated in 
all but 3 of the 319 patients. In two of the three, only 
cholangiographic studies were done and the presence of 
a common passageway could not be excluded. In the 
other one noted above, the acute disease process ob- 
literating the lower end of the duct was probably the 
cause of failure to demonstrate it. 


DIAGNOSIS 

The diagnosis of pancreatitis was made on the follow- 
ing criteria. 

High Serum Amylase Level.—Determinations of the 
serum amylase levels were done on all patients with acute 
upper abdominal symptoms. A rapid serum amylase test 
was devised and could be performed by the resident 
staff in a few minutes.° Low serum amylase level was 
not considered to exclude acute pancreatitis. 

Diminished Secretin Test.—In chronic cases with no 
other criteria, low response to secretin was considered 
diagnostic. A normal secretin test did not exclude pan- 
creatitis. Eighty-nine patients with normal secretin tests 
were found to have pancreatitis by high serum amylase 
levels, biopsy studies, or observation at operation. It 
was only in advanced cases, with marked fibrosis and de- 
struction of acinar tissue, that the secretin test showed 
diminution. This was the case in 77 patients. 

History.—A history of previous similar attacks of pain, 
associated with high amylase level, or of a previous oper- 
ation, at which acute pancreatitis was found, was con- 
sidered diagnostic. Roentgenographic evidence of cal- 
cification of the pancreas was also confirmatory of the 
diagnosis of chronic pancreatitis. 

Exclusion.—A diagnosis by exclusion of other upper 
abdominal diseases was occasionally made. In patients 
with a history of recurrent attacks of severe epigastric 
pain, without a concomitant high serum amylase level 
and with loss of weight from fear of eating, operation for 
pancreatitis was considered if disease of adjacent organs 
could not be found. Such a diagnosis was made with re- 
luctance and only after observing the patient for a long 
time. The diagnosis was usually confirmed at operation, 
but a number of failures fell into this group. Psycho- 
neurotic individuals may have all these symptoms. 

Direct Observation at Operation.—At operation, 
many patients revealed the presence of a fibrosed pan- 
creas and other associated stigmas of pancreatitis: ad- 
hesions around the gallbladder, an obliterated epiploic 
foramen, or diffusely located small areas of calcification 
indicating previous fat necrosis. 
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TREATMENT DURING ACUTE PHASI 


When symptoms of an acute episode of the disease ap- 
peared, treatment was nonoperative and consisted of 
(1) rest of the pancreas and surrounding organs, achieved 
by continuous nasogastric suction, which removed acid 
and stopped manufacture of intestinal hormones pro 
duced by contact of acid or food with mucosa of the duo 
denum and upper small intestine; (2) administration of 
anticholineric drugs (atropine or propantheline [Pro 
Banthine] bromide), which helped reduce secretion of 
gastric and pancreatic juice and relax the sphincter of 
Oddi; (3) sedation for pain and anxiety with meperidine 
(Demerol) hydrochloride for severe pain, since it caused 
much less spasm of the sphincter of Oddi than morphine, 
use Of which was avoided, and with intramuscularly 
given phenobarbital sodium to allay anxiety; (4) ad 
ministration of fluids and electrolytes to replace losses; 
and (5) administration of antibiotics to prevent sec- 
ondary growth of organisms in exudate or in necrotic 
tissue. 

The most important of these procedures was naso- 
gastric suction, which was continued for three days or 
until the serum amylase level was normal. After removal 
of the tube, fat-free fluids, soft fat-free diet, then full fat- 
free diet were given on successive days. It was considered 
important that no fat-containing foods such as whole 
milk or eggs be given, since resolution of the acute in 
flammation in the pancreas was a slow process and in- 
take of such foods in this period might cause a recurrent 
attack. When the patient recovered and had been in- 
vestigated, an elective sphincterotomy was done 


SPHINCTEROTOMY 

At the start of sphincterotomy, an operative cholangi- 
ogram was always done. Contrast medium was intro- 
duced through the cystic duct or, if the gallbladder was 
absent, through the common duct. While the film was 
being developed, the gallbladder, if present, was re- 
moved. The sphincter was then sectioned either endo- 
choledochally by a special instrument '’ or transduo- 
denally by the following procedure. A plastic balloon 
tube of special design '' was passed through the cystic 
or the open common duct into the incised duodenum and 
pulled down until the balloon lay in the ampulla. The 
balloon was then inflated and the papilla pulled through 
the incision and held by three traction sutures. The plas- 
tic tube was then withdrawn so that a special punch 
could be inserted to cut the sphincter for a distance no 
greater than 8 to 10 mm. This precise distance was im- 
portant to avoid interfering with contraction of the duo- 
denal wall, which prevented duodenal reflux.'* At this 
time, if observations on the pancreatic ducts were con- 
sidered desirable, a plastic tube was inserted into the 
pancreatic duct opening and pancreatographic studies 
were made. No reparative suture was used on the sec- 





9. Fishman, L., and Doubilet, H.: A Rapid Serum Amylase Test 
J. A. M. A. 157: 908-909 (March 12) 1955 

10. Doubilet, H., and Mulholland, J. H The Surgical Treatment of 
Recurrent Acute Pancreatitis by Endocholedochal Sphincterotomy, Surg 
Gynec. & Obst. 86: 295-306 (March) 1948. 

11. Doubilet, H.: A New Instrument to Facilitate Transduodenal Sphinc 
terotomy, Surg. Gynec. & Obst. 98: 634-635 (May) 1954 

12. Doubilet, H., and Mulholland, J. H.: Recurrent Acute Pancreatitis 
Observations on Etiology and Surgical Treatment, Ann. Surg. 128: 609 
638 (Oct.) 1948. 








tioned sphincter because of danger that one of the sutures 
would obstruct the terminal part of the pancreatic duct. 
Fatal postoperative pancreatic necrosis has followed 
such obstruction. A long-armed T tube was not neces- 
sary and was considered potentially capable of obstruct- 
ing the opening of the pancreatic duct. 


OPERATIVE PROCEDURES 


Ninety-one endocholedochal and 228 transduodenal 
sphincterotomies were performed. In 249 cases, the gall- 
bladder was present. It was remeved whether it was nor- 
mal (109 cases) or diseased (140 cases). In 70 patients, 
the gallbladder had been removed previously, on this 
service in 13 instances. In these latter, symptoms that 





Fig. 8.—Regeneration of pancreas demonstrated by, A, biopsy at time of 
sphincterotomy and, B, histological section taken at autopsy in patient 
who died from another cause four years later. 


might be labeled postcholecystectomy syndrome ap- 
peared during the postoperative observation period. At 
the initial operation, the pancreas appeared normal. At 
secondary operation, the pancreas was fibrosed in all pa- 
tients and in seven an elevated serum amylase level was 
detected during an acute attack of pain. 

In nine patients, operation was performed for large 
pseudocysts. In three, pancreatographic studies indi- 
cated the presence of recent or acutely formed true cysts 
of the head or cystic dilatations of the tail. After sphinc- 
terotomy, gradual disappearance of such cysts could be 
demonstrated by serial pancreatographic studies. One 





13. Colp, R.; Doubilet, H., and Gerber, I. E.: Endocholedochal Section 
of the Sphincter of Oddi, Arch. Surg. 33: 696-707 (Oct.) 1936. 

14. Doubilet, H., and Mulholland, J. H.: The Surgical Treatment of 
Pancreatitis, Surg. Clin. North America 29: 339-359 (April) 1949. 
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chronic cyst of the head was anastomosed to the jejunum 
since it was obvious that its leathery walls would not co). 
lapse after sphincterotomy. 


In four patients, sphincterotomy was performed fo; 
persistent pancreatic fistula and resulted in closure. |p 
fifth, the pancreatic fistula persisted after sphincterotomy 
It was then found that a partial stricture of the main dyc 
had been produced at a previous operation on the spleen 
The tail of the pancreas up to the point of stricture was 
excised and the fistula then closed. In two patients, stones 
obstructing the main duct were removed by direct inci- 
sion of the pancreatic duct. In two others in whom an 
acute process was revealed at operation, a two-stage 
procedure was carried out because of the danger of open. 
ing an edematous duodenum. The gallbladder was re- 
moved at the first operation and the cystic duct drained 
Two months later sphincterotomy was performed. 


RESULTS OF SPHINCTEROTOMY 


The effects produced by section of the sphincter of 
Oddi may be summarized as follows. 

Physiological Effects—The following physiological 
effects were seen. 1. Pain due to distention of bile and 
pancreatic ducts behind the spastic sphincter was abol- 
ished. 2. Attacks of severe pain due to recurrent acute 


TABLE 1.—Regeneration of Pancreas After Sphincterotomy 
(June 5, 1947) as Shown by the Secretin Test 


Total Total 

Total Bicar- Amylase, 

Volume, bonate, Lagerlof 
Date Ce. Ce., N/10 Units 
NEE ae ee Ree 90 _ 90 
SN acer SieiiciptarDaigta creche shah aed 200 121 179 
Ee eee 122 39 132 
SEER T 4 TE 233 186 138 
PE Niky imdeabecaietomneds 176 165 440 


inflammation of the pancreas resulting from reflux of 
bile also disappeared. 3. Pseudocysts, acute true cysts, 
and pancreatic fistulas were cured by reduction in the 
pancreatic intraductal pressure resulting from sphincter- 
otomy. 4. Progress of the disease was arrested and the 
pancreas was given an opportunity to regenerate within 
the limits of the fibrosed capsule that enclosed it. Serial 
secretin tests showed that such regeneration occurred in 
many patients (table 1), and in some histological evi- 
dence supported this fact (fig. 8). 5. Reaction to pain, 
emotion (fig. 9A), drugs such as morphine, or the appli- 
cation of an acid solution to the papilla such as occurred 
prior to operation was abolished. This was demonstrated 
by kymograph studies (fig. 9B). 6. The sectioned sphine- 
ter healed in a position of retraction and did not reform 
(fig. 10). This was shown by previous animal experi- 
ments ?* and observed in eight patients. 7. Sphincter- 
otomy did not prevent attacks of acute pancreatitis that 
resulted from imbibition of alcohol or fats in 16 patients. 
The effect appeared to be directly metabolic, since it was 
not modified by sphincterotomy, vagotomy, or gastric 
operations. The noxious action of alcohol and fats ceased 
only when the pancreas regenerated, as evidenced by 
improvement in the secretin test. 

Clinical Results.—Clinical results in this group of 319 
patients can be summarized as follows: 1. No follow-up 
information could be obtained in 16 patients. 2. Theré 
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were !7 postoperative deaths (5.3% ). One was due to 
laceration of the lower end of the common duct, and 
one resulted from a leak after suture of an edematous 
duodenal wall. The other deaths were due to various 
causes, such as hepatic failure due to cirrhosis or hepa- 
titis, postoperative gastric aspiration, renal failure, or 
seneralized gastrointestinal hemorrhage probably due to 
interference with the blood clotting mechanism. In the 
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Fig. 9.—A, kymographic tracing of tonus of human sphincter reveals 
how readily it reacts to pain (venipunctures) and to an emotional dis- 
turbance. B, kymographic record of sphincter of Oddi after sphincterotomy 
(A) shows no reaction to hydrochloric acid or to an emotional disturbance. 
Increased tonus after morphine is due to contraction of duodenal wall. 
Effect is clearly demonstrated by superimposing tracings (B) of reaction 
to acid and morphine of normal sphincter. 


follow-up period, six patients died, one of carcinoma of 
the pancreas, three other patients of carcinoma of other 
organs, one from acute hepatitis, and one from a frac- 
tured skull. 3. The majority of failures were associated 
with chronic alcoholism (15 cases). One patient per- 
sisted in eating fats and continued to have attacks of pan- 
creatitis. Two failures were associated with severe 
psychoneurosis. 4. Fourteen patients showed poor re- 
sults. These patients continued to complain of pain in 
various parts of the gastrointestinal tract, although, as 
far as could be determined, they had no further attacks 
of pancreatitis. 5, The patients showing good results 
were relieved of their pain, gained weight, and have re- 
turned to their usual occupations. This group comprised 
248 patients, or over 88% of the living patients who have 
been followed. However, since recurrent pancreatitis is 
a chronic condition, studies of patients followed for at 
least a two-year period since operation (190 cases) 
are summarized in table 2. One hundred sixty-nine, or 


over 90% of the living patients, are well at the present 
time. 
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COMMENT 


The demonstration of a common passageway in pa- 
tients suffering from recurrent pancreatitis supports the 
concept that pancreatitis is due to reflux of bile into the 
pancreatic duct. Good results after section of the 
sphincter of Oddi further confirm the correctness of this 
theory. However, the pancreas cannot be considered an 
independent organ, subject to isolated accidents or dis- 
eases. It is part of the duodenal-biliary-pancreatic sys- 
tem, which functions as a unit for the digestion ot food 
Disorders of any part of the system may affect the pan- 
creas. Section of the sphincter changes the dynamics of 
the biliary-pancreatic system and destroys the ability of 
the gallbladder to fill normally. For this reason, the gall- 
bladder should always be removed when sphincterotomy 
is done. The pinch-cock action of the duodenal wall on 
the common duct passing obliquely through its wall 
should not be impaired lest duodenal reflux occur. 

Terms such as “Odditis” or “fibrosis of the sphincter” 
cloud the issue and do not serve in our understanding of 
the disease as a physiological disorder. When the duo 
denum is opened at operation, the papilla can be felt as 
a tiny, freely movable nipple. With rare exception, due 
to injury from passage of a stone or of a large probe at a 
previous operation, it is not fibrosed or the seat of an 





Fig. 10.—Photograph of sectioned sphincter (arrow) taken at autopsy 
four years after sphincterotomy. Plica longitudinalis descending from 
point of original papilla can be seen (two arrows). 


inflammatory process. Spasm that is present intermit- 
tently or continuously is caused by the tensions and emo- 
tional frustrations present in these individuals. There are 
no organic changes except for hypertrophy of the muscle 
fibers in a few cases. Mechanical factors such as the pull 
of a distended “perivaterine” duodenal diverticulum oc- 
casionally play a part in producing spasm. 
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The personality of the patient is not changed by 
sphincterotomy. Although the sphincter no longer re- 
sponds to emotional tensions, other parts of the in- 
testinal tract may continue to react to these stimuli and 
produce symptoms. Shiftless individuals unaccustomed 
to consider the consequences of their actions will con- 


TABLE 2.—Results of Sphincterotomy in 190 Cases of 
Pancreatitis with Minimum to Two-Year Follow-Up 


No. of 
Results Cases 
Good 


Loss of symptoms and gain in weight...................06. 169 
Poor 

Persistence of gastrointestinal symptoms; no pancreatitis 4 
Failures 

Severe chronic alcoholics.... 

ao eas Carden eine uenniialaveeesieuecel 2 

IN Soe 5 cu Salen pvuaesweemedoudnsesieda 9 

Died of carcinoma of the pancren<...................22-e08 1 


tinue to suffer from the effects of drinking alcohol and 
committing dietary indiscretions. The habituated and 
often addicted invalid, after long years of pain and multi- 
ple operations, will find it difficult to break away from 
the environmental defenses he had built around him. 
The failure of some alcoholics to obtain relief after 
sphincterotomy has shed light on the long-established 
belief that these substances are of etiological importance 
in pancreatitis. These patients have been shown to react 
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seriously to alcohol and fat when the pancreas was djs. 
eased. After disappearance of inflammation and fe. 
sultant regeneration (as shown by serial secretin tests 
the pancreas became normal and no longer reacted bad) 
to these substances. It follows that the treatment o 
severe pancreatitis only begins with sphincterotom, 
Close attention to diet for at least a year and encourage. 
ment when a setback due to dietary indiscretion occur 
are essentials in further treatment. 
SUMMARY 

The clinical aspects of recurrent pancreatitis are clari- 
fied by an understanding of the pathological process 
The disease is primarily due to a physiological dysfunc- 
tion of the sphincter of Oddi, which, in the presence of a 
common passageway, allows bile to enter the pancreatic 
duct under tension. Sphincterotomy abolishes pain due to 
distention of the biliary-pancreatic-duct system, prevents 
further attacks of acute inflammation due to reflux, stops 
progressive destruction of the pancreas, and allows it to 
regenerate. Sphincterotomy, by diminishing the intra- 
ductal pressure in the pancreas, results in the cure of 
pseudocysts, cysts, and pancreatic fistulas. Sphincterot- 
omy will fail in many cases if the patient is not kept on 
a fat-free and alcohol-free diet until regeneration is 
maximal. 

477 First Ave. (16) (Dr. Doubilet). 





LOWER EXTREMITY PAIN SIMULATING SCIATICA 


TUMORS OF THE HIGH THORACIC AND CERVICAL CORD AS CAUSES 


Michael Scott, M.D., Philadelphia 


Referred sciatic or lower extremity pain is frequently 
caused by a lumbar or sacral intraspinal lesion such as 
disk or tumor or by extraspinal or pelvic pathology in- 
volving the roots of the cauda equina or peripheral por- 
tion of the sciatic nerve. Occasionally, tumors involving 
the conus or epiconus of the spinal cord (thoracic T-10 
to L-2) can produce referred sciatic or lower extremity 
pain. Recently, Craig and his associates reported that 
mass lesions involving the spinal cord at the 10th thoracic 
vertebral level or below can cause lower extremity pain 
easily confused with that caused by a herniated disk.' 

The following cases are reported because they reveal 
that, occasionally, tumors involving the high thoracic 
and even cervical cord can produce sciatic or lower ex- 
tremity pain that may obscure the true level of the lesion. 

The first case is reported in detail because it was the 
first encountered, was observed for many years, and il- 
lustrates the difficulty in diagnosis when sciatic or lower 
extremity pain is an early and only complaint and signs 
of spinal cord involvement are absent. This case 
prompted a search for the symptom of referred pain to 





From the Department of Neurosurgery, Temple University Hospital 
and Medical School. 

Read before the Section on Nervous and Mental Diseases at the 104th 
Annual Meeting of the American Medical Association, Atlantic City, 
June 7, 1955. 

Dr. Temple Fay gave permission to report case 2. 

1. Craig, W. M.; Svien, H. F.; Dodge, H. W., Jr., and Camp, J. D.: 
Intraspinal Lesions Masquerading as Protruded Lumbar Intervertebral 
Disks, J. A. M. A. 149: 250-253 (May 17) 1952. 


¢ Sharp or burning pain referred to a lower extrem- 
ity and unexplained by extraspinal findings must be 
investigated for possible intraspinal causation. Six 
cases in which the explanation was found in lesions 
of the thoracic and cervical parts of the spinal cord 
illustrate this principle. 

The patients were all females over 50 years of 
age. In one, 16 years elapsed between first symptoms 
and ultimate diagnosis; in another, 5’% years of 
severe symptoms and varied disabilities were ac- 
companied by so much anxiety and functional over- 
lay that examination became difficult. The pain may 
be confused with that caused by herniated inter- 
vertebral disk or an intraspinal or extraspinal lesion 
involving the roots of the cauda equina or peripheral 
portion of the sciatic nerve. 

Investigation of such cases is incomplete without 
a myelogram. It may be necessary to run the con- 
trast medium through the entire thoracic canal and, 
if this is inconclusive, through the entire cervical 
canal to rule out tumors in these areas. The cases 
here collected are unusual in that they were ex- 
plained by the finding of benign, slow-growing 
tumors so high up in the spinal cord. 





a lower extremity in the admission histories of al! pa 
tients operated upon at Temple University Hospital irom 
1934 to 1954 for a proved tumor of the cervical and 
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upper thoracic spinal cord (T-6 or above). Only six 
such cases (one cervical and five thoracic), including 
case 1, were found out of a total of 76 tumors (7% ). 
In some, unlike case 1, there were signs of spinal cord 
involvement at the time of the patient’s first admission 
to the hospital. However, in all, lower extremity pain 
was a frequent and prominent complaint and, in five 
cases, the first and earliest complaint (see table ). 


REPORT OF CASES 

Case 1—A woman, aged 52, was first seen at the Jewish 
Hospital, Dec. 8, 1947. Her illness had had its onset one year 
before with a burning sensation in the left sacrosciatic area with 
occasional remission. When the burning pain occurred in the 
eluteal area, there was a concomitant wave of heat and pain 
through the entire left lower limb to the foot, which she could 
not localize. She said, “It is inside the limb and all the way 
through.” She could not tolerate pressure against the left buttock 
from bed covers or when sitting. Urgency of urination occurred 
during the exacerbations of pain, and if she developed an attack 
of burning in the buttock while urinating, she could not continue 
but resumed micturition when the burning ceased. There was 
no pain or burning in the groin or genital area. Her history 
was negative. Neurological examination was negative except for 
tenderness over the left sciatic notch and a decrease of the left 
Achilles reflex. The right Achilles reflex was active. 
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admitted to another institution where her left sciatic nerve was 
explored, and the surgeon reported “adhesions” about the nerve 
in the upper thigh and buttock. The patient again had temporary 
relief, but her syndrome recurred. She was again seen by many 
neurologists without diagnosis or relief and was taking narcotic 

In August, 1952, five and one-half years after onset, the patient 
developed a limp of the right lower extremity. Examination by 
a physician at another institution showed pronounced tenderness 
on pressure Over the left sciatic notch and along the left sciati 
nerve. The Laségue sign was positive on the left. The let 
patellar reflex was decreased and the right active: the let 
Achilles reflex was absent and the right active. A Babinski sig: 
was found on the right. Vibration sense was decreased in both 
legs, but position sense was present. Pain and heat sensations 
were lost on the left to about T-11. The physician suspected a 
tumor in the low thoracic canal. A cisternal ethyl iodopheny! 
undecylate myelogram was done Aug. 25, 1952. The cisterna! 
fluid had one cell and 22 mg. of protein per 100 cc. On fluoros 
copy, the contrast medium passed freely to the lumbosacral part 
of the subarachnoid space. The physician concluded that at 
extramedullary tumor could be excluded and stated: “She may 
have an intramedullary tumor, in which case her symptoms wil! 
be progressive.” 

The patient was admitted to Temple University Hospital two 
months later, on Oct. 17, 1952, five years after | had first 
examined her. She had her original complaints and was taking 
narcotics. She was extremely sensitive to pressure over the left 
buttock and kept it elevated when sitting. 


Data on Patients with Tumor Involving High Thoracic* or Cervical Cord 





Spinal Cord Involvement 





Case Age, ” atiienetmneniniidalaieeae 
No Yr. Presenting Symptom Early Late Location of Lesion I'v pe Re 
l 52 Burning pain, left lower extremity None 7 yr. after Intramedullary Hemang Ni 
onset of pain nd thoracik 
2 78 Shooting pain, left foot and right None None Extramedullary Psammot ‘ 
occiput, on turning head foramen magnun 
and ('-1] 
iA Sharp pain, right thigh None 9 mo. after Extramedullary Psa 
onset of pain ith thoracic 
4 65 “Unbearable’’ burning pain, right 15 yr. before Extramedullary Psa ‘ 
lower extremity and weakness in legs onset of pain ith thoracic 
) 59 Burning pain and weakness in None 214 yr. after Extramedullary Neurofit: ‘ 
lower extremities onset of pa nd thoracic 
6 63 Pain and weakness in lower ex- Concomitant Extramedullary M ‘ 
tremities with pain rd thoracic 
Above T-6 


Roentgenograms of the lumbar spine and pelvis and general 
medical and gynecologic examinations were negative. Blood 
sugar, urea nitrogen, and urinalysis were normal. A spinal 
puncture showed a negative Queckenstedt test, three cells, and 
a total protein level of 45 mg. per 100 cc. The blood and spinal 
fluid Wassermann and colloidal gold curve were negative. A 
lumbar air myelogram showed a slight defect at the left fifth 
lumbar interspace. Repeat spinal puncture showed a negative 
Queckenstedt test, no cells, and spinal fluid protein of 20 mg. 
per 100 cc. A lumbar ethyl iodophenylundecylate (Pantopaque) 
myelogram done Jan. 12, 1948, was negative. 

Because of the persistence and severity of the patient's 
complaints, I did an extensive exploratory lumbar laminectomy 
on Jan. 15 (13 months after onset). Part of the third lumbar 
lamina and the entire fourth and fifth lumbar laminas were 
removed. There was no extradural lesion or disk. The patient 
was hyperflexed and hyperextended on the operating table, and 
no hidden disk protrusion was found. The dura was opened from 
the third lumbar to the first sacral vertebra, and the arachnoid 
membrane appeared normal. There was no tumor or abnormal 
vascular lesion. The roots of the cauda equina were normal 
except for a slight hyperemia, possibly due to the myelogram 
done three days previously. The remaining contrast medium 
was aspirated. A catheter was passed cephalad to the 12th 
thoracic level without any obstruction. The exploration was 
negative, 

The patient’s postoperative improvement was attributed to 
either a “functional” condition or the surgical decompression; 
however, three months later, her complaints recurred. She was 


Ihe cranial nerves and upper extremities were normal. Thx 
patellar reflexes were 4+-. The right Achilles reflex was +1 and 
the left absent. A Babinski sign was present on the right. Vibra 
tion sense was slightly decreased in both lower extremities 
Position sense was normal. The Lasegue sign was slighth 
positive on the left, and there was pain on pressure over the 
sciatic nerve. There was no motor weakness. The main ab 
normalities were those of sensation. The patient was not told 
what stimuli were applied. When a pin was used, patchy and 
variable areas of loss of sensation were found on the left side 
but no definite level could be obtained. When a hot tube was 
used, the patient had a complete loss to the sensation below 
T-11. When a cold tube was used, the patient consistently, on 
repeated examinations, had a complete loss to cold sensation 
below T-3 (axilla). Sensation on the right side was normal 
(fig. 1). 

A provisional diagnosis was made of a partial Brown-Séquard 
lesion at the eighth cervical or first thoracic level. A medical 
survey was negative except for a blood pressure of 172/98 mm 
Hg. The complete blood cell count, urinalysis, and Wassermann 
were negative. Roentgenograms of the thoracic spine were 
normal. An ethyl iodophenylundecylate myelogram of the entire 
spinal canal was done Oct. 25, 1952. The Queckenstedt test was 
negative, and the lumbar spinal fluid protein was 58 mg. per 
100 cc. There were no cells. The myelogram showed that there 
was a definite lesion at the second thoracic interspace producing 
a defect slightly more than 1 cm. in diameter (fig. 2, center). 
It was impossible to differentiate between an intramedullary or 
extramedullary lesion: osteophytes or lipping at the interspace 
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had to be considered. The lumbar area was normal except for 
evidence of scarring from previous surgery, which gave asym- 
metry to the opaque column. Planographic studies excluded 
osteophytes at the second thoracic interspace as the cause for 
the myelogram defect. 


la 


Sensation 
below T(12) 
Loss of pain 
Sensation 
patchy with 
no level 





Bw 





Fig. 1.—Neurological abnormalities that developed in the patient in 
case 1 six years after persistent left sciatic pain and that suggested a high 
spinal cord lesion as possible etiology. 


Because of the difficulty of correlating this patient’s leg pain 
with the high level of the lesion as suggested by the myelogram 
and her “functional overlay,” I was reluctant to operate with- 
out psychiatric evaluation and further studies. A psychiatric 
examination revealed that, although there was no 
doubt about the functional overlay, it was impossible 
to evaluate how much it obscured symptoms of a 
cord lesion. 

A block of the left sciatic nerve was inconclusive 
because of the patient’s emotional reaction. With 
Dr. Krumperman, chief of the department of anes- 
thesia, I then performed an ascending spinal anesthe- 
sia to correlate the level of the lesion as suggested 
by the myelogram with the left lower extremity pain. 
Although we carried the anesthesia cephalad bi- 
laterally as high as C-8, the patient stated, “I still 
have my pain in the left buttock, it is no better than 
it was before this test. The pain is awful and terrible.” 
The patient’s cooperation was fair, but she would talk 
about pain at times and, on further questioning, 
would substitute the word “numbness.” Her re- 
sponses were also variable. For example, when the 
lower extremity was completely anesthetized, and 
marked pressure was applied to the old sciatic ex- 
ploration incision and the previously tender area of 
the buttock, she made no outcry or signs of sudden 
pain. However, when the examiner walked away 
from the patient and said, “Now, I am pressing on 
your incision,” she immediately screamed in agony. 
Thus, the anxiety and functional overlay were so marked that 
it was impossible to reach any definite conclusion by this test 
as to the relation of the thoracic lesion to the leg pain. 

High thoracic exploration with possible unilateral cordotomy 
if no lesion was found was discussed with the patient’s brother, 
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who was a physician. She was discharged but advised <5 retyry 
for exploration if there was no improvement. She was fr. 
admitted to Temple University Hospital Jan. 17, 1953, three 
months after her last admission and approximately six year. 
after the onset of her illness. Her complaints and neurological 
abnormalities were unchanged (fig. 1). Roentgenograms of the 
thoracic spine, lumbar spine, and pelvis were negative. The 
Queckenstedt test was again negative. The spinal fluid showed 
a protein level of 42 mg. per 100 cc. and one white blood cel] 
A repeat myelogram again revealed the same small defect be. 
tween the second and third thoracic body (fig. 2 center), 

A thoracic laminectomy was done by me on Jan. 26. The 
spinous process and lamina of the second, third, and fourth 
thoracic vertebrae were removed. Palpation of the dura at the 
level of the second thoracic lamina revealed a firm, circum. 
scribed intradural mass. The dura was opened, and the cord at 
this level was ballooned out. Its dorsal surface was distended 
and bluish black (fig. 2 left). The dentate ligament was cut and 
the cord gently rotated. The ventral portion was also ballooned 
out, and the lesion was definitely intramedullary. A 2 cm., mid- 
line dorsal incision was made and tumor tissue exposed at a 
depth of approximately i mm. The lesion appeared bluish black 
and was 2.5 cm. in diameter (fig. 2, right). An attempt was 
made to remove the tumor, but, although it could be easily freed 
from the cord tissue dorsolaterally on the left, it was adherent 
to the cord tissue laterally and ventrally on the right. When 
an attempt was made to tease the mass from the cord tissue on 
this side, the lateral surface of the cord puckered. It was obvious 
that the tumor could not be removed without injury to major 
tracts; a biopsy specimen was taken from the dorsal surface 
of the tumor, which had been partially decompressed by the 
dissection and dorsal incision. A piece of absorbable gelatin 
sponge (Gelfoam) was placed over the tumor. The dura was left 
open and the incision closed. 

The histopathology of the tumor was as follows: Section 
revealed fragments of delicate connective tissue in which there 
were numerous thin-walled vascular spaces. Red blood cells 
were noted in the majority of the vessels encountered. There was 
also interstitial hemorrhage of recent duration. There was no 
evidence of malignancy. The diagnosis was angiomatous hamar- 
toma (hemangioma) of the intramedullary portion of the 
thoracic spinal cord (fig. 3). 

The leg and buttock pain disappeared immediately after 
operation, and the patient stated that it was the first time in four 
years that she did not have pain in her leg. She could also lie 
on her left hip, which she could not do before the surgery. She 
was given x-ray therapy, a total of 1,800 r, to the lesion. At 





Fig. 2.—Ethyl iodophenyiundecylate (Pantopaque) myelogram of patient in case 1 show 
ing, left, appearance of tumor before thin layer of cord over it was incised; center, defect 
produced by the cord tumor at the level of the second thoracic vertebra; right, intra- 
medullary vascular tumor exposed after cord tissue was retracted. 


the time of her discharge, on Feb. 20, 1953, 25 days after the 
operation, she was free from her original pain. She complained 
of some discomfort in the incision area. There was mild bladder 
impairment. The cranial nerves and upper extremities wert 
normal. She had about 10% weakness in the left lower extrem: 
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4 she dragged the right lower extremity in walking. There 


ity, 4 
was no loss of pain or temperature reaction on the right side. 
On the left, there was a marked decrease in reaction to pain 
and temperature below T-4. Vibration sense was absent on the 


left and diminished on the right. Position sense was absent in 
both lower extremities. Recheck examinations One year later 
and again in December, 1954, showed return, with only slight 
improvement of the original pain and no change in the neuro- 
logical deficit. 





Fig. 3.—Photomicrograph of tumor of patient in case 1. Hematoxylin 
and eosin stain. Note numerous thin-walled vascular spaces and red blood 
cells in most vessels encountered. The diagnosis was hamartoma (hemangi- 
oma) of the spinal cord. 


An evaluation of this patient’s pain (burning, waves 
of heat, and pain) from the onset six years before the 
tumor was found suggests that the pain could be classified 
as central or “thalamic.” Such pain also occurs in in- 
complete peripheral nerve, cauda equina, and vascular 
lesions of extremities. However, the repeated careful 
neurological and physical examinations made by many 
examiners during this long period showed no evidence of 
such lesion or of spinal cord involvement until the last 
six months before operation. It is interesting that the 
lesion in the cord was adherent intramedullary to the 
tight side of the cord and was free from any firm adher- 
ence to the left. This probably accounts for the sensory 
loss and projection of the pain to the left lower extremity 
due to involvement of the spinothalamic tract on the 
right. The long duration of her complaints with no evi- 
dence of any progressive neurological deficits until very 
late can be understood from the benign nature of the 
tumor. 

This case also illustrates that in partial transverse le- 
sions of the spinal cord, testing for temperature sensa- 
tion may give a more accurate level of the cord lesion 
than testing for pain sensation alone. In this patient, 
loss of cold sensation was persistent below T-3, yet the 
loss of pain sensation was variable and equivocal and 


a 
\ 
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found at considerably lower levels than the true level 
found with cold tests. I have occasionally found this to 
be true in other cases of tumors of the cervical and high 
thoracic cord. It is important, however, that stimuli be 
applied without forewarning the patient of their nature 


Case 2.—A woman, aged 78, was admitted to the neuro 


surgical service and was examined by me on Dec. 20, 1935 
She described the following unusual symptom complex, fre 
quently brought on by turning her head to the right. At the 
onset, she had an urge to urinate and defecate. Immediately 
thereafter, a sharp shooting pain would occur in the right 
occipitoparietal area concomitant with a similar pain referred 
to the left foot and, occasionally, into the right side of the chest 
and abdomen. The only abnormal neurological finding was ab 
sence of the left patellar reflex 

Roentgenograms of the upper cervical spine and foramen 
magnum indicated a calcified tumor dorsad to the odentoid 
process (fig. 4, center). 1 assisted Dr. Temple Fay at an operation 
in which a psammoma 2 cm. in diameter was removed. It was 
adherent to the dura of the dorsal lateral surface of the spinal 
canal just ventral to the posterior rim of the foramen magnum 
and lamina of the atlas (fig. 4). The symptoms were relieved 
and the patient made an excellent recovery. 





Fig. 4.—Roentgenogram of the base of the skull and cervical spine of 
the patient in case 2. Note calcified tumor projecting through foramen 
magnum into upper cervical canal. Insert, top leff, tumor removed 
Insert, Jower right, photomicrograph, hematoxylin and eosin stain, psam 
moma (calcified meningioma). 


This case is an example of referred left lower ex- 
tremity pain that was possibly due to irritation of the 
right spinothalamic tract in the cervical area by the hard 
tumor, which “rubbed” the cord when the head was 
rotated. 

Case 3.—A woman, aged 54, was admitted to Temple Univer 
sity Hospital on April 22, 1952. She complained of attacks of 
severe, sharp, shooting pains in the upper portion of the right 
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thigh for nine months and a recent weakness in the right leg 
after walking. The neurological examination showed increased 
deep tendon reflexes in the lower extremities, with a bilateral 
Babinski and abortive clonus on the right. There was a slight 
bilateral decrease to pain, temperature, and touch sensation 
below the 10th thoracic dermatomere. There was also slight 
weakness in the right lower 
extremity. X-rays of the tho- 
racic spine were negative. A 
myelogram showed a filling 
defect at the level of the 
fourth thoracic vertebra (fig. 
5). A high thoracic lamin- 
ectomy was done May 11, 
1952, by Dr. F. Murtagh, and 
a small psammoma at the 
level of the fourth thoracic 
vertebra was removed. The 
lesion had displaced the 
spinal cord slightly to the 
left. Recovery was unevent- 
ful. 


Although this patient 
presented definite signs of 
a high spinal cord lesion 
on admission, the severe 
pains in the right thigh 
were her first complaint 
and persisted for nine 
months before signs of 
cord involvement. 





CasE 4.—A woman, aged 
65, was admitted to the neu- 
rological service of Dr. S. 
Gilpin, Jr. at Temple Univer- 
Fig. 5.—Ethyl iodophenylundecylate sity Hospital Sept. 23, 1950. 
(Pantopaque) myelogram of patient She had unbearable burning 
in case 3 showing defect caused by pain in the right hip and 
h cemmgioma(geammoms) 24 Me right lower extremity and 
weakness in both legs. The 
history was unusual. Sixteen 
years prior to admission (1934), she developed a gradual weak- 
ness in the right lower extremity. Eleven years prior to admis- 
sion (1939), a diagnosis of a cord “lesion” was made at another 
institution but surgery was not done. Ten years before admis- 
sion (1940), her right leg developed a marked flexion con- 
tracture, which was finally corrected by manipulation and 
physiotherapy. Two years before admission (1948), the patient 
noticed some weakness for the first time in the left leg and, 
also, sensation of vibration that would begin in the left foot 
and ascend up to the left side of the body to just below the 
nipple line. Nine months before her present admission, 1950, 
and 15 years after the onset of her original complaint of weak- 
ness in the right leg, the patient developed a burning pain 
that started in the right hip and radiated down the back and 
side of the right thigh to the dorsum of the foot, persisting for 
30 to 60 seconds and relieved, at times, by drawing up the leg. 
Often there were spasms in the hamstring muscles during an 
attack. 

The neurological examination showed bilateral pyramidal 
tract involvement, marked weakness of the right lower extremity, 
and slight weakness of the left lower extremity. Vibration sense 
was decreased in both lower extremities and position sense im- 
paired in the left. There was a loss of pain and touch sensation 
on the left side below the third lumbar dermatomere and a 
slight decrease to all forms of sensation on the right side below 
the first lumbar dermatomere. The Queckenstedt test showed 
no block, and the spinal fluid protein was 136 mg. per 100 cc. 
The myelogram showed a definite defect at the fourth thoracic 
level (fig. 6). A high thoracic laminectomy was done on Sept. 29 
by Dr. V. Reyes and myself, and a meningioma (psammoma) 
1.5 cm. in diameter was removed from the right lateral aspect 
of the dura at the T-4 level. The spinal cord was displaced to the 
left. The patient was much improved on discharge. 


is 
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In this case, pain in a lower extremity was a late com. 
plaint, occurring approximately 15 years after onset o 
the first symptoms of spinal cord involvement. The pain 
however, was severe and troubled the patient for a pe. 
riod of 10 months up to admission. The possibility thay 
the burning pain was caused locally by “spasms” of the 
leg muscles appears unlikely but cannot be ruled out 


Case 5.—A woman, aged 59, was admitted to Temple Unive; 
sity Hospital on Oct. 13, 1936. She complained of burning pair 
in both lower extremities, burning pain in lower back and ab 
domen, and weakness in the legs. Three years before this ag. 
mission, she had developed a severe, burning sensation in the 
left foot. This pain gradually progressed up the left lower ey. 
tremity to the abdomen. Two years before this admission, she 
had developed a similar pain in the right lower extremity. One 
year before admission, the patient complained of a numb sensa- 
tion in both feet “like wood.” Six months before admission, she 
developed weakness in both legs and, recently, retention of 
urine. 

The pupils, cranial nerves, and upper extremities were norma! 
There was bilateral pyramidal tract involvement of lower ex- 
tremities with weakness and spastic gait. There was a decrease. 
bilaterally, to all forms of sensation below the fourth thoracic 
dermatomere. The laboratory studies, including serology, were 
negative. Spinal puncture showed a positive Queckenstedt test 
with protein of 213 mg. per 100 cc. An air myelogram revealed 
complete block of the air below the second thoracic vertebra 
(fig. 7). At operation, Dec. 11, 1936, performed by me, a sub- 
dural extrameduilary neurofibroma the size of a walnut was 





Fig. 6.—Myelogram of patient in case 4 showing contrast medium “cap- 
ping” psammoma at T-4. 


removed from the left side of the canal. The tumor was attached 
to a posterior root and compressed the cord to the right at the 
level of the second thoracic vertebra. The patient showed 1m- 
provement in power on discharge. 


This patient developed burning pains first in one 
extremity and then in the other as her first comp!aint, 
and these symptoms persisted until her admission. three 
years later, with definite signs of spinal cord involve- 
ment. 
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_A woman, aged 63, was admitted to Temple Univer 
ry Hospital May 23, 1938. She complained of pain, numbness, 
iness in the lower extremities. Two years before ad- 
the patient developed pains and weakness in the lower 
ties. She was treated for “rheumatism.” Three months 
nofore admission, the weakness increased and she developed pain 
thighs radiating to the knees. There were no sphincte! 
mpl: nts. The pupils, cranial nerves, and upper extremities 
rmal. A Babinski sign was elicited bilaterally, and there 
vas marked decrease of power in the right lower extremities 
Vibration and position sense were absent, bilaterally, below the 
frst lumbar dermatomere. Pain and temperature sensation were 
decreased, bilaterally, below the fifth thoracic dermatomere 
x-ravs of the thoracic spine were negative. An air myelogram 
showed a blockage of the air at the level of the fourth thoracic 
vertebra. Spinal fluid protein was 38 mg. per 100 cc. The blood 
and spinal fluid Wassermann were negative. I removed an intra- 
dural meningioma from the right ventrolateral dura of the canal 
at the third thoracic vertebral level. The patient showed an 
improvement in motor function on discharge. 


In this case, although pains in the lower extremities 
were an early symptom, there was no qualitative descrip- 
tion of the pains. The weakness in both legs was also 
an early symptom and suggested cord involvement. 


COMMENT 

There is difference of opinion as to whether irritation 
of the spinothalamic tract in the spinal cord can produce 
pain in the contralateral side or extremity. Hyndman 
and Van Epps, who did a differential section of the 
spinothalamic tract in the thoracic cord in humans under 
local anesthesia, state: ‘“‘No pain was experienced by the 
patient when the spinothalamic tract was cut nor was 
there referred pain in the distribution of the severed 
tract which was comparable to that occurring after sec- 
tion of a nerve root.” * Schwartz, Scoville, and Grant 
all state that they have not observed any contralateral 
pain during section of the tract.* However, Foerster and 
Gagel report that faradic and mechanical stimulation of 
the anterolateral columns of the spinal cord in humans 
produces intense pain in the contralateral side, chiefly 
in the leg on stimulation of the thoracic segments and in 
the arm and leg on stimulation of the upper cervical seg- 
ments. They do not describe the quality of the pain, 
that is, whether it is burning or sharp shooting. They 
also discovered, when they sectioned the anterolateral 
columns with the patient under local anesthesia, that pa- 
tients sometimes complain of intense pain in the contra- 
lateral leg when the section is done in the thoracic cord 
and in the contralateral arm when it is done in the cervi- 
cal cord. They also state that the anterolateral column 
(spinothalamic tract) can be irritated by intramedullary 
or extramedullary lesions.‘ Foerster also reported pain 
on touching the posterior column (funiculus gracilis) 
in the cervical area; however, paresthesias were the rule. 

Sweet, White, Selverstone, and Nilges also stimulated 
the spinothalamic tract in conscious patients, and, al- 
though they found a relatively high threshold as con- 
(rasted with all other areas of cord stimulated, 187 effec- 
live stimuli in 21 patients were available for analysis. 
In 80’ of responses, the sensation was one of pain, tem- 
perature, Or a mixture of both and usually referred to a 
Substantial portion of a limb or torso or both; at times, a 
‘Maicr area like a foot or a buttock seemed affected. 
When pain was noticed, it was ascribed to the contra- 
laters! side in 83% of the replies; to the ipsilateral side 
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in 11°, and to both sides in 6% Spiegel has found 
that during stereomesencephalotomy in humans that 
ritation of the spinothalamic tract in the mesencephalon 
by the electrode will occasionally produce burning pain 
in the opposite side.’ Craig, Walker, Grotl, Martin, and 
List have observed either sharp or burning pain in a 
contralateral extremity in an occasional case during 
section of the spinothalamic tract 
(50% ), the pain was definitely described as burning 
in two, definitely sharp shooting; and, in one, described 
as “pain.” 

Burning pain may occur in incomplete peripheral 
nerve lesions, vascular lesions oi an extremity, and cen 
tral thalamic lesions 
lesions in the cases reported in this paper. I believe that 
the cases described in this report show that burning pain 
as well as sharp shooting pain in a lower extremity can 


In three of our cases 


There was no evidence of such 





Fig. 7.—Air myelogram of patient in case §. Arrow ow bubble of 
air completely blocked by neurofibroma at T-2 


occasionally be an early and persistent symptom of tumor 
of the high thoracic cord. It appears that both intra- 
medullary and extramedullary high thoracic as well as 





cervical tumor can produce pain in a lower extremity 
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In all the thoracic cases, the tumors were present at the 
levels of the second to the fourth thoracic vertebra. This 
is a small group, and there is no intention of implying that 
a lesion at these levels would be more prone to produce 
such pain than one at upper or lower thoracic or cervical 
levels. It is noteworthy that all the lesions were benign 
and slow-growing and that the patients were all females 
over 50 years of age. Finally, it should be stressed that 
tumors in the cervical and upper thoracic cord are an 
uncommon cause for lower extremity pain. 


CONCLUSIONS 

An intramedullary or extramedullary tumor of the 
cervical and high thoracic spinal cord is an infrequent 
but definite cause of burning or sharp pain referred to a 
lower extremity. Such pain may be confused with that 
caused by incomplete peripheral nerve lesions, vascular 
disease of an extremity, thalamic lesions, or even “func- 
tional state.” However, the “burning” quality of the 
pain should make one include a spinal cord lesion in the 
differential diagnosis. In the absence of positive neuro- 
logical signs of spinal cord involvement, such pain may 
be confused with that caused by a herniated interverte- 
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bral disk or an intraspinal or extraspinal lesion involving 
the roots of the cauda equina or peripheral portion oj 
the sciatic nerve. 

The investigation of persistent lower extremity pain 
not due to extraspinal cause is incomplete without ap 
ethyl iodophenylundecylate (Pantopaque) myelogram, 
Since pain in a lower extremity is frequently due to q 
herniated intervertebral disk in the low lumbar canal. 
the tendency has been, in such cases, to limit the myel- 
ography to the lumbar area. If the fluoroscopic phase of 
the lumbar myelogram is negative or equivocal, the 
contrast medium should be run through the entire 
thoracic canal and, if this is negative or equivocal, 
through the cntire cervical canal to rule out a tumor in 
these areas. Patients who have a persistence of lower 
extremity pain, particularly of a burning quality even 
after a positive or negative exploration for a herniated 
disk, should be reexamined for extraspinal causes of 
the sciatic pain, and, if none are found, a complete myelo- 
gram of the entire spinal canal should be done to rule 
out additional disk pathology or possible tumor or lesion 
in the thoracic or cervical canal. 


225 S. 17th St. (3). 





EXTRAINTESTINAL ROENTGEN MANIFESTATIONS OF 


INTESTINAL 


LIPODYSTROPHY 


William R. Eyler, M.D. 


Howard P. Doub, M.D., Detroit 


Whipple first described a case of intestinal lipodys- 
trophy (Whipple’s disease) in 1907.1 He described all 
of the principal clinical findings, including loss of weight, 
voluminous fat-containing stools, pigmentation, and ar- 
thritis. His description of the anatomic findings includes 
polyserositis and deposition of fat and fatty acids in the 
intestinal tissues and mesenteric. lymphatic vessels and 
nodes. 

Though Whipple noted that the large pale macro- 
phages seen in sections from the involved tissues did 
not stain with fat stains, it was not until 1949 that Black- 
Schaffer ° demonstrated that this material was a glyco- 
protein; he showed that it took the periodic acid—Schiff 
stain. Upton * confirmed the glycoprotein nature of this 





From the Department of Radio'ogy, Henry Ford Hospital. 

Read before the Section on Radiology at the 104th Annual Meeting of 
the American Medical Association, Atlantic City, June 7, 1955. 

1. Whipple, G. H.: A Hitherto Undescribed Disease Characterized 
Anatomically by Deposits of Fat and Fatty Acids in the Intestinal and 
Mesenteric Lymphatic Tissues, Bull. Johns Hopkins Hosp. 18: 382-391, 
1907. 

2. Black-Schaffer, B.: The Tinctoral Demonstration of a Glycoprotein 
in Whippie’s Disease, Proc. Soc. Exper. Biol. & Med. 72: 225-227, 1949. 

3. Upton, A. C.: Histochemical Investigation of the Mesenchymal 
Lesions in Whipp!e’s Disease, Am. J. Clin. Path. 22: 755-764, 1952. 

4. (a) Christie, A. C., and Galton, D. A. G.: A Fatal Case of Intestinal 
Lipodystrophy of Whipple Investigated During Life, J. Path. & Bact. 64: 
351-366, 1952. (b) Hendrix, J. P.; Black-Schaffer, B.; Withers, R. W., and 
Handier, P.: Whipple’s Intestinal Lipodystrophy: Report of 4 Cases and 
Discussion of Possible Pathogenic Factors, Arch. Int. Med. 85: 91-131 
(Jan.) 1950. (c) Jones, C. M.; Benson, J. A., Jr., and Roque, A. L.: 
Whipple’s Disease: Report of Case with Special Reference to Histochemi- 
cal Studies of Biopsy Material and Therapeutic Results of Corticosteroid 
Therapy, New England J. Med. 248: 665-670, 1953. (d) Pemberton, 
J. deJ.; Comfort, M. W.; Fair, E., and Zasiow, J.: Intestinal Lipodys- 
trophy (Whipple’s Disease): Preliminary Report of 3 Cases in Early Stage 
of Disease, Surg. Gynec. & Obst. 85: 85-91, 1947. 


¢ Intestinal lipodystrophy is manifested in various 
gastrointestinal symptoms and in characteristic 
roentgen findings. The barium pattern in the small 
intestine is one of mucosal coarseness and floccula- 
tion or clumping with discontinuity of the column. 
In addition, certain extraintestinal manifestations 
aid in making the diagnosis. These are well illus- 
trated in the four cases described. 

In each instance, the intestinal manifestations 
were typical. The extraintestinal manifestations in- 
cluded enlargement of mediastinal, retroperitoneal, 
or peripheral lymph nodes; narrowing of the hip 
joints; and arthritic changes in the sacroiliac joints. 
A widening of the duodenal loop observed in one 
patient was ascribea to pressure from a mass of 
enlarged retroperitoneal lymph nodes. 

Patients in whom the symptoms and intestinal 
roentgen findings suggest lipodystrophy should have 
further roentgen studies of the duodenal loop, the 
chest, and the sacroiliac joinés. 





material by histochemical study. He also described 4 
case in which the histological changes in the axillary 
nodes removed at biopsy were characteristic of the dis- 
ease and diagnostic. His patient also showed enlarge- 
ment of periaortic and bronchial lymph nodes as well 
as retroperitoneal and mesenteric nodes. Recently the 
clinical suspicion of intestinal lipodystrophy has deen 
confirmed most frequently by laparotomy with \0Ps) 
of mesenteric nodes.‘ The presence of a palpabl: ab- 
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jominal mass *' has occasionally provided the stimulus 
for a laparotomy. Though there are many case reports 
of palpable peripheral nodes, there are relatively few in 


which these nodes have been studied microscopically.° 





Fig. 1.—A, film of stomach and upper small intestine shows an enlarged 
duodenal loop and flocculation of the barium (case 1). This widening of 
the loop is the result of a mass of retroperitoneal nodes adjacent to the 
pancreas and thickening of the mesentery. B, typical “deficiency” pattern 
case 3). All patients showed this type of change. 


Four cases of intestinal lipodystrophy have recently 
been studied by Puite and Tesluk * at the Henry Ford 
Hospital and the clinical and pathological findings re- 
corded in detail. It is proposed to review here the 
roentgen findings in three of these patients, particularly 
those findings that concern structures outside the in- 
testinal tract itself. One additional case for review has 
been seen since their study. 

The changes in the barium pattern in the small intestine 
that are observed in an individual who has intestinal lipo- 
dystrophy are well known.’ Boeck °* is probably the first 
to have described this in a proved case. Plummer in his 





‘io (9? -_ . es P ° 

Fig -.—Sacroiliac joints, showing considerable narrowing and some 
‘“'erOsis with probable partial fusion compatible with a Marie-Striimpell 
ype yf , 

> of arthritis (case 2). This is considered a manifestation of the 
ITthritic 


omponent of the patient’s intestinal lipodystrophy. 


review *» lists seven authors as describing this finding, 
but others report normal findings. The coarse mucosal 
Pattern and flocculation or clumping with discontinuity 
of the column are typical. This pattern, however, is not 
Specific for intestinal lipodystrophy. Roentgen changes 
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in the bone have also been described. Sailer and Mc 
Gann ™ describe roentgen changes in the ankles of a 
patient that resemble those of rheumatoid arthritis. In 
Whipple's case there was no bone change in ankle films, 




















Fig. 3 4, 1952 chest film (case 2) 
cation of A 


showing normal chest. B&B, magnifi 









but some soft tissue thickening was noted around the 
ankle joints. The purpose of this paper is to report roent 
gen demonstration of involvement by this disease of 
tissues Outside the intestinal tract itself. Enlargement of 
mediastinal lymph nodes involved by this disease; dis- 
placement of small intestine by an intra-abdominal mass, 
also the result of this entity; and arthritic changes in the 
sacroiliac joints will be shown. 






















REPORT OF CASES 

Case 1.—A 43-year-old male when first seen complained of 
abdominal cramps and diarrhea of three weeks’ duration. He 
had had a polyarthritis of several months’ duration that had 
cleared at the onset of the diarrhea. He had lost 18 Ib. (8.2 kg.). 
The stools were tan and watery without blood. Examination 
showed generalized lymphadenopathy and generalized abdom- 
inal tenderness. Proctoscopy showed pinpoint ulcers in the 
rectum. An upper gastrointestinal examination (fig. 14) showed 
widening of the duodenal loop and flocculation of the barium. 


; 


Fig. 4.—A, 1953 chest film (case 2), showing enlargement of azygos and 
right and left paratracheal nodes. B, magnificatior { A 









The pattern in the small intestine was compatible with intestinal! 
lipodystrophy. A study of the colon showed no abnormality. His 
illness ran a febrile course and at times simulated obstruction 
At exploration a retroperitoneal mass adjacent to the pancreas 





Disease, Am. J. Med. 19 
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729 


Nutrition 4: 728-732, 1938 





536 INTESTINAL LIPODYSTROPHY—EYLER AND 


was found. The mesenteric nodes were enlarged, and the mes- 
entery itself was greatly thickened. The patient subsequently 
died, and at autopsy involvement of the peripheral nodes, retro- 
peritoneal nodes, small intestine, and mesentery was found. 


Case 2.—A 35-year-old male was first seen because of chills, 
fever, pleurisy, loss in weight of 20 lb. (9.1 kg.), and abdominal 
pain. He had previously been seen at another hospital for pain- 
ful, hot, tender joints; this arthritis lasted over a period of two 
and one-half years, involving at some time all of the larger 
joints. Examination showed emaciation and a general tanning 
of the skin. There were enlarged lymph nodes in the groins, the 
axillas, and the neck. A left epigastric mass was palpable. He 
responded for a time to therapy with corticotropin (ACTH). 
Roentgen studies showed a very coarse mucosal pattern of the 
small intestine. There was flocculation of barium in a pattern 
compatible with this disease. Films of the sacroiliac joints showed 
considerable narrowing and some sclerosis with probable partial 
fusion (fig. 2). These findings are compatible with a Marie- 
Striimpell type of arthritis and are considered to be a manifes- 
tation of the arthritic component of the patient’s intestinal lipo- 
dystrophy. The changes shown in the chest films extending over 
a three-year period are striking. In the first (1952) film (fig. 3) 
there is no abnormality noted. In 1953 (fig. 4) there is consid- 
erable enlargement of the azygos and right and left paratracheal 
nodes. The 1954 film shows further enlargement of the para- 
tracheal nodes; a barium swallow shows no evidence of bifurca- 
tion node enlargement. At this time there is also a right lower 





Fig. 5.—Serration of the joint surfaces and sclerosis in the adjacent 
bone (case 3). These changes are those of a Marie-Striimpell type of 
arthritis. 


lobe pneumonia and pleural effusion on the right. The patient 
died shortly after this, and at autopsy the paratracheal nodes 
were found to be involved, with material positive to periodic 
acid—Schiff stain present. Peripheral nodes were also involved. 

Case 3.—A 49-year-old male was first seen because of inter- 
mittent diarrhea and upper abdominal distress of four years’ 
duration. Exploration had been done years previously at another 
hospital, and enlarged nodes were noted in the mesentery but no 
biopsy done. He had also had intermittent migratory poly- 
arthritis for four years, with painful, swollen joints. Examina- 
tion showed the patient to be tanned, pallid, and thin. There 
was a deep paravertebral fulness. The inguinal nodes and the 
right axillary nodes were palpable. A roentgen study of the 
small intestine showed a typical “deficiency” pattern (fig. 1B). 
The sacroiliac joints (fig. 5) showed serration of the articular 
margins and sclerosis compatible with a Marie-Striimpell type 
of arthritis. No abnormality was found in the chest films. The 
right axillary node was excised, and microscopic study showed 
typical changes of intestinal lipodystrophy. 

Case 4.—A male, aged 46, was seen because of arthritis in- 
volving the right knee, right ankle, and hands. He had also had 
some diarrhea and fever. He had had attacks seven and four 
years previously and had lost 28 Ib. (12.7 kg.). Examination 
showed pigmentation of the skin and evidence of weight loss. 
Lymph nodes were palpable in the neck, the axillas, and the 
groin. A roentgen study of the small intestine showed a “de- 
ficiency” pattern compatible with intestinal lipodystrophy. No 
abnormalities were recognized in the films of the chest or the 
sacroiliac joints. The joint spaces of the hips appeared narrow, 
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though this cannot be definitely attributed to the patieni’s inje 
tinal lipodystrophy. At laparotomy, engorged lactea'., thic, 
ened mesentery, and enlarged lymph nodes at the roo: of ; 
mesentery were found. 
SUMMARY 

Roentgen findings in four proved cases of intestina| 
lipodystrophy (Whipple’s disease) were reviewed, |p 
each patient the intestinal manifestations consisted of the 
typical “deficiency” pattern, with coarse mucosa, floccy- 
lation, and discontinuity of the barium column. The 
extraintestinal manifestations included widening of the 
duodenal loop in one case, due to a mass of retroperi- 
toneal lymph nodes; enlargement of the mediastina] 
lymph nodes in one case; and changes in the sacroiliac 
joints compatible with the Marie-Striimpell type of ar- 
thritis in two cases. Narrowing of the hip joints was 
found in one case; this may be related to the intestinal 
lipodystrophy. In three cases there was involvement 
of the peripheral lymph nodes by this disease, and in 
each of these cases the diagnosis could have been or was 
made by biopsy of a palpable peripheral lymph node. 
It is suggested that patients presenting complaints com- 
patible with intestinal lipodystrophy have roentgen stud- 
ies of the chest, duodenal loop, and sacroiliac joints as 
well as of the small intestine. 


2799 W. Grand Blvd. (2) (Dr. Eyler). 





Psychological Changes with Pituitary Tumors.—In addition to 
endocrine and visual disturbances, hypophyseal tumors may give 
rise to serious psychological abnormalities. This complication 
is seen more frequently with the chromophobe adenomas and 
craniopharyngiomas, although the eosinophilic adenomas may 
rarely develop large suprasellar extensions. . . . As the tumors 
expand above the diaphragma sellae and compress the walls of 
the third ventricle or the frontal lobes of the brain, the mental 
changes consist of dullness, progressing to somnolence and 
apathy, with difficulty in concentration. There may also be loss 
of retention and memory, leading to confusion and sometimes 
confabulation. When aroused, the patient may be irritable, 
aggressive, and active. Poor judgment is common, and delusions 
and hallucinations may occur. These signs indicate that there 
has been a large suprasellar extension of the growth, either 
forward, between the frontal lobes, or upward and backward, into 
the third ventricle. With distention of the latter, hydrocephalus 
may occur from blockage of the outflow of fiuid from the lateral 
ventricle. With extension upward and backward, the amnestic- 
confabulatory syndrome with somnolence is to be expected. In 
contrast, when the tumor separates and compresses the frontal 
lobes, it is likely to produce a syndrome similar to that seen 
after an extensive bilateral lobotomy. Convulsive seizures ma) 
also supervene, especially when extension is forward between 
the frontal lobes or laterally into a temporal lobe. These signs 
indicate a giant parasellar extension. The chances for improve- 
ment are poor for mental symptoms, for visual recovery, 0! 
for relief of headache, regardless of whether treatment is )) 
irradiation or surgery. Ultimately, with further growth of the 
neoplasm, there is progressive deterioration to a vegetative state 
with increasing drowsiness and finally coma and death. Before 





a chromophobe adenoma is treated by irradiation, the degree 
of suprasellar extension should be visualized by pneumoen- 
cephalography. All the adenomas with suprasellar extension 


should be followed by repeated air studies and operated Uf 
before the tumor reaches a prohibitive size.—J. C. White, \I.D 
and Stanley Cobb, M.D., Psychological Changes Associate WI! 
Giant Pituitary Neoplasms, A. M. A. Archives of Neurolo 
and Psychiatry, October, 1955. 
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SIMPLIFIED OFFICE PROCEDURES FOR MYCOLOGICAL 







DIAGNOSIS 


Harry M. Robinson Jr., M.D., Morris M. Cohen, M.D., Raymond C. V. Robinson, M.D. 


and 


Eugene S. Bereston, M.D., Baltimore 


Approximately 30% of the patients seen in the aver- 
age dermatological practice have either an eruption due 
to one of the pathogenic fungi or a condition that 
simulates a fungus infection; therefore, the practicing 
physician should be familiar with some of the laboratory 
methods necessary to prove or disprove the presence of 
these parasites. In many instances erroneous diagnoses 
have been made on clinical grounds alone without resort 
to the use of direct examinations of scrapings or cultures. 
Cultural studies conducted by us on 100 patients with a 
diagnosis of a fungus infection in the external audi- 
tory canals revealed either negative results or one of the 
common air-borne saprophytes; the clinical diagnoses 
made by the dermatologists in these cases were either 
seborrheic dermatitis or neurodermatitis. If a culture had 
been made at the time of the original visit, the patient 
would have had the benefit of a proper diagnosis and 
earlier relief of the distress experienced. It has been a 
common practice to diagnose almost all vesicular erup- 
tions that occur on the feet as dermatophytosis; however, 
by the use of proper laboratory methods the presence of 
fungi may be readily established or excluded. 

Many of these patients have acquired contact sensi- 
tivity to nylon, shoe dye, poison ivy, or other sensitizing 
agents. Probably many physicians have neglected the 
more scientific methods for establishing a laboratory 
diagnosis because they are expensive and time consum- 
ing and facilities are not available. During an outbreak 
of tinea capitis in Maryland and other eastern states, the 
importance of cultural differentiation between Micro- 
sporum audouini and M. canis was made apparent to 
the general practitioner as well as the dermatologist. It 
is only in this way that the future course of treatment and 
prognosis can be decided upon. The physician who has 
hospital facilities and laboratory services at his command 
does not have the problem of the independent practi- 
tioner to whom such services are not readily available. 
Prepared medium may dry out before the practitioner 
has a chance to use the amount procured, or, if it is pre- 
pared in the office, the problem of sterilization is pre- 
sented. After a growth is obtained and identified, the 
problem of disposal of the culture occurs, and this may 
be dangerous, particularly when dealing with one of the 
deep pathogens. Prepared stains are expensive, and they 
are not always readily available. It is the purpose of this 
report to present several simple procedures for culture, 
staining, and sterilization that can be used by any phy- 
Sician, regardless of his lack of knowledge of medical 
mycology. By constant practice, physicians may readily 
become proficient in the recognition of the cultural 
characteristics of common dermatophytes. There are a 


number of excellent texts available to aid in this en- 
deavor 1 


¢ During outbreaks of tinea capitis a physician 
must be able to distinguish between Microsporum 
audouini and M. canis. In dealing with vesicular 
eruptions at other times, it is also essential to dis 
tinguish between fungus infection and contact der- 
matitis. In each case the treatment is different. 

Hairs, scrapings from nails, vesicle tops, exudates, 
and scales can be examined under the microscope 
in the office by suspending and staining in a mixture 
of potassium hydroxide and ink. Cultures of patho- 
genic fungi can be made on Sabouraud’s medium, 
which is easily prepared and can be sterilized in 
bottles in a pressure cooker. 

Only a fraction of the vesicular eruptions on feet 
are caused by fungi. Eruptions caused by contact 
irritants are likely to be aggravated by applying 
fungicides. The procedures suggested here are to 
aid in making accurate early diagnoses and are 
neither expensive nor time-consuming. 





PREPARATION OF MEDIUM 


Wilson and Plunkett * presented a simple and inex- 
pensive procedure for preparing culture medium slants 
in perfume bottles. This method is particularly advan- 
tageous to the physician who wishes to preserve speci- 
mens for future observation in a limited space. When he 
is ready to discard the specimens, he may dispose of the 
tightly stoppered container with the office trash. These 
authors advocate the use of slightly modified Sabouraud’s 
medium because of its simplicity and ready availability." 

During the course of studies on tyrosine-tyrosinase re- 
action inhibition, Robinson and others * used a modifica- 
tion of Sabouraud’s medium in a semiliquid state. Small 
Erlenmeyer flasks, each containing 25 to 30 cc. of this 
medium and stoppered with gauze, proved to be the 
most practical containers for the experiments. The in- 
vestigators learned that fungi grown on the surface of 
this type of medium retained the same gross and micro- 
scopic features that were developed on solid mediums. 
The growths obtained on the semiliquid medium were dis- 
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carded by adding warm water to the flasks and rinsing 
the contents into the laboratory toilet or a large drain. 
The flasks were then partially filled with water and heated 
over a Bunsen flame until the water had boiled for 15 
minutes; after this they were ready for reuse. The sim- 
plicity of this procedure suggested that this method of 
culturing fungi would be of value to the practicing physi- 
cian. It should prove especially useful to the individual 
with a limited practice who would prepare relatively 
few cultures each week. In the following paragraphs 
the necessary steps are presented in detail. 

Place 1 gm. of the prepared medium (standard Sa- 
bouraud’s medium) in each brown paper envelope or 
glassine envelope for storage purposes. Medium stored 
in this manner for a period of one year is still satisfactory 
when prepared in semiliquid state. Prepared dry Sa- 





Fig. 1.—Above, Trichophyton mentagrophytes grown on_ semisolid 
Sabouraud’s medium. The growth retains the same cultural characteristics 
observed on solid medium. Below, T. schoenleini grown on semisolid 
Sabouraud’s medium. Characteristic colony has the same features that are 
produced on solid Sabouraud’s medium. 


bouraud’s medium is satisfactory and is recommended 
for general use, since it has proved to give uniformly 
satisfactory results when used in the solid state over a 
period of many years. In the semiliquid state it has also 
proved to be superior to other formulas. One of the 
envelopes of the powdered medium is emptied into a 250- 
cc. Erlenmeyer flask containing 150 cc. of tap water, 
which is readily available in every physician’s office. 
Mediums prepared for mycological studies with tap water 
are superior to those prepared with distilled water, After 
the medium and water are mixed, the flask is gently 
warmed over a Bunsen flame to dissolve the contents. 
The mixture is then divided into four 125-cc. Erlenmeyer 
flasks that are stoppered with gauze pledgets. These 
flasks may then be sterilized by the pressure cooker 
method, which will be discussed in succeeding para- 
graphs. Another simple method of sterilization is by 
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use of the Bunsen burner flame. Each of these stoppereg 
flasks is heated over a Bunsen flame, and the materia) 
kept at a low boil for five minutes. The steam from the 
boiling medium sterilizes the inside of the flask and the 
gauze plug. When the material cools, it is ready for use 
In order to reduce bacterial contamination, 50 mg, oj 
chloramphenicol is added to each 150 cc. of this mixture 
before sterilization. 

The cooled, prepared medium may be inoculated with 
scales, hair, vesicle tops, bits of nail, or exudate by plac- 
ing a small portion on the semisolid surface. The speci- 
men is incubated at room temperature until a growth ap- 
pears on the surface. The growth obtained on seni- 
solid medium has the same gross cultural characteristics 
as that obtained on solid medium, both on the surface 
and in the substrate (fig. 1). Microscopic identification 
is easily performed by removing filaments from the sur- 
face with a pair of forceps, placing the specimen on a 
slide, and staining it with an instantaneous ink stain de- 
scribed later herein. 

The identified culture is disposed of by adding warm 
water to the flask containing the growth and rinsing the 
entire contents into a large drain or toilet. The empty 
flask is then thoroughly rinsed with clear tap water, par- 
tially filled with water, and boiled over a Bunsen flame 
or on a laboratory hot plate and emptied. The flask is 
then ready for reuse. 


STERILIZATION OF MEDIUM 


The method of sterilization of the mediums depends 
on the type and quantity of the containers used and the 
time lapse before actual use for making cultures. As 
mentioned in the section on the preparation of the me- 
dium, if only a few flasks are to be prepared for imme- 
diate use, heating the stoppered flasks over a Bunsen 
burner or hot plate until the material has boiled for five 
minutes is sufficient. To prepare larger quantities for 
storage, or to sterilize the perfume-bottle type container 
described by Wilson and Plunkett,’ steam sterilization 
under pressure is the only satisfactory method. Use of 
an ordinary kitchen pressure cooker as an autoclave may 
not have originated with us, but it has not been described 
in the literature prior to this time. Any standard pres- 
sure cooker of 16-qt. or larger capacity (fig. 2) is satis- 
factory. The heat source used in this study was a three- 
speed electric hot plate, although the kitchen gas stove 
is just as good. 

After the bottles, flasks, or tubes have been placed in 
the racks and the top fastened, they are sterilized for 15 
minutes under 15 Ib. of steam pressure. When the pres- 
sure is released and the top removed, the medium is hot, 
and if a solid medium is used slants should be made while 
it is in the liquid state. If screw-cap bottles or tubes 
are used to hold solid medium, the caps should be !oos- 
ened before sterilization and tightened before cooling 's 
compiete. Medium will keep many months in these. 

The homely but versatile pressure cooker has "any 
uses other than as a sterilizer for culture mediums. Fa! 
more economical than the standard autoclave, it ‘unc- 
tions just as adequately in sterilizing biopsy sets, instru- 
ments, towels, and gloves. 
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INK STAIN 
In a previous report,® the use of fountain-pen ink 
(Parker 51 Super chrome, blue-black) in the staining of 
M. furfur was described. Further investigation proved 
this method to be of value in the staining of other 
fungi found in superficial mycotic infections. Scrapings 





Fig. 2.—Kitchen pressure cooker and hot plate, which may be utilized 
for sterilization purposes. 


taken from lesions occurring on the feet, crural areas, 
nails, and other areas of the body were found to be posi- 
tive for fungi with this ink stain. In many instances when 
direct scrapings are examined in wet preparations with 
20% potassium hydroxide solution, one may fail to ob- 
serve the hyphae in the preparation, especially when 
there are only a few threads present. By the use of this 
fountain-pen ink method, the hyphae may be observed 
quickly, distinctly, and without searching for too long a 
period. 

The stain is made by mixing 15 cc. of 20% potassium 
hydroxide solution with 15 cc. of Parker Super chrome 
blue-black ink. This mixture can be stored in a 1-oz. eye 
dropper bottle and used as needed. 

The above formula can be used in staining scales, 
Vesicle tops, nails, hair, and exudates. The technique 
lor using the stain is as follows: 1. Scales, vesicle tops, 
nails, hair, or hyperkeratotic material is placed on a clean 
glass slide, and a drop or two of the above stain is in- 
corporated with the material to be examined. Mix well 
with a toothpick or applicator and allow to stand for 
two minutes. 2. Place cover glass over the mixture and 
absorb any excess stain by applying light pressure over 
the cover glass with a blotter. 3. Examine under micro- 
scope, using first low-power then high-power objective if 
hecessary. If enough clearing has not occurred, allow 
Preparation to stand for one hour and reexamine. 
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The presence of Blastomyces dermatitidis has been 
demonstrated in pus obtained from the peripheral ab 
scesses of cutaneous blastomycosis lesions by use of the 
ink—potassium hydroxide stain. The double-contoured 
cells and the budding cells are easily seen when the exu- 
date is treated with this staining technique. Vital stain- 
ing can be accomplished by applying a minute amount 
of the stain with a cotton applicator to a suspected nail 
or to hyperkeratotic material on the soles or palms. The 
stain is allowed to dry for five minutes. Scrapings of the 
nail or other suspected material are then taken with a 
dull blade and placed on a glass slide. Another drop of 
the stain is added to this material, as outlined previously, 
and then it is examined under the microscope. In direct 
scrapings, when the material to be examined is very 
thick or hyperkeratotic, it is advisable to heat the prep- 
aration gently after the stain is applied before examining 
microscopically. Material from cultures of superficial 
and deep fungus infections may also be stained by the 
above-described technique. The stain has been used to 
demonstrate successfully the presence of Sarcoptes 
scabiei in cases of scabies. 

Microscopic examination reveals that the hyphae stain 
a darker color as compared to the background (fig. 3). 
It is this contrast that makes it easy to note the presence 


> 
~y ‘ 
e _ ? “as 
Fig. 3.—Above, photomicrograph of direct scraping of Microsporum 
furfur stained with ink-potassium hydroxide stain Spore n hyphae 
show marked contrast to background. Below, photomicrograph of racquet 
hyphae of Trichophyton species in culture mount and stained with ink 


potassium hydroxide stain, 


of the myceliums. The described technique has been 
successfully employed to demonstrate fungi in cases of 
dermatophytosis, tinea cruris, tinea circinata, onychomy- 
cosis, tinea capitis, and blastomycosis. In several in- 





5. Cohen, M. M.: A Simple Procedure for Staining Tinea Versicolor 
(M. Furfur) with Fountain Pen Ink, J. Invest. Dermat. 22: 9-10 Uan,) 
1954, 
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stances in which the mycelian threads were not observed 
with the ordinary 20% potassium hydroxide prepara- 
tion, they were readily found by use of the ink—potassium 
hydroxide stain. The procedure described is simple and 
rapid and is one that can be carried out very easily in 
the office. The mycelian structures are stained and 
stand out clearly, so that they will not be overlooked 
when examined under the microscope. 


SUMMARY 

Although laboratory methods would greatly aid the 
practicing physician in making accurate early diagnoses 
of skin eruptions as being caused by pathogenic fungi 
or in eliminating fungi as the cause of infection, many 
physicians have neglected the more scientific methods 
because they have felt them to be expensive and time- 
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consuming or because laboratory facilities have noi been 
available. 

We have found that equipment suggested in the litera- 
ture, such as perfume bottles and small Erlenmeyer 
flasks, may be easily utilized in the office for preparing 
cultures with slightly modified Sabouraud’s medium. The 
prepared medium may be easily stored for future use 
The problem of sterilization is easily handled by simple 
procedures utilizing such ordinary equipment as the 
Bunsen burner, an ordinary pressure cooker, and a hot 
plate. Cultures may be disposed of safely by flushing 
down a drain. Microscopic identification is facilitated 
by use of an ink—potassium hydroxide stain, made by 
mixing equal parts of 20% potassium hydroxide solu- 
tion and Parker Super chrome blue-black ink. 

1024 N. Calvert St. (2) (Dr. H. M. Robinson Jr.), 





CHRONIC PROSTATITIS—FACT OR FICTION? 


Capt. E. J. O'Shaughnessy (MC), U. S. Army, Lieut. Col. Paul §. Parrino (MC), U. S. Army (Res.) 


Lieut. John D. White (MSC), U. S. Army (Res.) 


The prostate has been suspected as the origin of many 
and varied afflictions centered about the distal torso of 
the male. These symptoms have been classified as fol- 
lows: (1) mental and emotional, (2) pain and discom- 
fort, (3) abnormalities of micturition, (4) partial or 
complete impotence, and (5) sterility. The mental and 
emotional factors range from generalized fatigue to ill- 
defined anxiety. The pain and discomfort may be located 
in the low back, genitalia, perineum, or legs. The ab- 
normalities in micturition include enuresis and urethral 
secretions. Impotency may be associated with any of 
the preceding symptoms. 

The prostate has been incriminated when leukocytes 
have been found in the digitally expressed secretion after 
one, two, or three examinations. A reason for their 
symptoms could be given to these patients and treatment 
instituted. Not so simple was the explanation to the pa- 
tients with symptoms but no leukocytes in the prostatic 
fluid. The psychosomatic origin of symptoms had to be 
considered in this latter group. These patients are 
treated mainly by reassurance. Frequently we have been 
surprised to find that as many of this latter group im- 
proved as those receiving more specific therapy aimed 
at clearing the prostatic fluid. 

Recently we have had the occasion to treat a group of 
young men with a nonspecific urethral discharge. It has 
been the opinion of many that an infected prostate was a 
sine qua non of this condition; however, we found less 
than 50% of these men had pus in their prostatic fluid. 
It became evident then that a reevaluation of precon- 
ceived ideas concerning the significance of pus cells in 
the prostatic fluid was in order. 





From the U. S. Army Hospital, Camp Kilmer, N. J. Captain O’Shaugh- 
nessy (now a Major) is now at U. S. Army Hospital, Fort Belvoir, Va. 

Read in the Symposium on Newer Developments in the Management 
of Genitourinary Infections before the Section on Urology at the 104th 
Annual Meeting of the American Medical Association, Atlantic City, 
June 10, 1955. 


¢ Prostatic fluid was obtained from 311 healthy 
men undergoing routine physical examinations. In 
30% of this group, the fluid was found to contain 
more than 50 white blood cells in clumps or packed 
masses per high-power field. Similar specimens from 
155 men said to have “nonspecific urethritis” showed 
similar quantities of white blood cells in 41 (27%) 
cases. 


These results were compared with the findings 
in 449 men with genitourinary complaints diagnosed 
as prostatitis because of the presence of white blood 
cells in the prostatic fluid. This group was found not 
to differ significantly from the two former groups. 
When prostatic massage was repeated at weekly 
intervals the findings were frequently reversed, so 
that negative became positive and positive became 
negative. These changes were not reflected in the 
symptoms reported by the patient. 


In 68 cases prostatic fluid was obtained endo- 
scopically for bacteriological culture. Out of the 
29 cases in which pus was found, the cultures were 
positive only three times, and only one case yielded 
a known pathogen. The finding of white blood cells 
in prostatic fluid is therefore not sufficient either 
to settle the diagnosis of prostatitis or to explain 
miscellaneous urinary and reproductive difficulties. 





THREE GROUPS STUDIED 

First it was necessary to establish a base line, a de- 
parture from which might be considered abnormal. 10 
accomplish this, the prostatic fluid of the following 
three groups was studied: a normal group, a group with 
nonspecific urethritis, and a group with chronic prosta- 
titis. 

For the purpose of comparison, the following graded 
classification of prostatic fluid was used throughout the 
study: grade 1, 15-30 white blood cells per high-powet 
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field; grade 2, 30-50 white blood cells; grade 3, clumps 
of white blood cells; and grade 4, packed white blood 
cells 

“Normal” Group.—Normal is defined for the purpose 
of this study as the absence of subjective or objective 
symptoms or signs referable to the genitourinary tract. 
[he normal group was composed of men undergoing 
routine physical examinations, either prior to their en- 
trance into military service or at the termination of such 


TapLe 1.—Comparison of Prostatic Fluid Findings of Normal 
Group and Groups with Nonspecific Urethritis and 
Chronic Prostatitis 


Positive Negative 
i seca, TE cam ene, 
Group No. % No % Total 
NOPMAl.. cccccccccccessvccsces 156 38 255 62 411 
Nonspecific urethritis......... 63 41 9? 59 155 
Chronic prostatitis........... 208 46) 241 54 449 


service. The normal group comprised a total of 568 
men, ranging from 17 to 35 years of age. In those pa- 
tients having more than 15 white blood cells per high- 
power field in the prostatic fluid, results were designated 
as positive and in those having less they were designated 
as negative. Of the 568 normal patients, results in 156, 
or 38%, were positive and in 255, or 62%, were nega- 
tive. The 157 men from whom no prostatic fluid was 
obtained were not included because the results of a sec- 
ond examination could not be predicted. The gradations 
of white blood cells present in the prostatic fluid of the 
156 men in whom results were positive were as follows: 
37 men had fluid classified in grade 1, 24 in grade 2, 76 
in grade 3, and 19 in grade 4. Thus, 38% of the men who 
were considered healthy produced prostatic fluid that 
contained over 15 white blood cells per high-power field. 
If we considered that only grades 3 and 4 would produce 
symptoms, then 23% of this group would fall in that 
category. 

Group with Nonspecific Urethritis—During this pe- 

tiod we had an opportunity to examine 155 men who had 
a nonspecific urethral secretion. As part of the routine 
examination, the prostatic fluid was examined micro- 
scopically after the digital massage of the gland. Using 
the same criteria as was used in the “normal” group for 
designating positive and negative results, the prostatic 
fluid of 63 men, or 41%, was positive and that of 92 
men, or 59%, negative. Of the 63 men whose prostatic 
fluid was positive, the fluid in 5 was classed as grade 1; 
17, grade 2; 37, grade 3; and 4, grade 4. Over 15 white 
blood cells per high-power field were found to be present 
in the prostatic fluid in 41% of the group with nonspe- 
cific urethritis; 27% of this group fell into the categories 
of grades 3 and 4. 
_ Group with Chronic Prostatitis —The study was pro- 
jected further in an attempt to discover the percentage 
of “positive” prostatic fluid in those patients referred to 
4 urologic clinic with a tentative diagnosis of chronic 
prostatitis. This would include those patients complain- 
ing of the symptoms of pain referred to as low back, 
perineum, genitalia, suprapubic area, and all those symp- 
toms usually considered to arise from a chronically in- 
lected prostate. 
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The group with chronic prostatitis was gathered from 
six military urologic clinics, where the diagnosis of 
prostatitis was made because of the presence of white 
blood cells in the prostatic fluid. Four hundred forty 
nine men were referred to urologic clinics with a pre- 
liminary diagnosis of chronic prostatitis. They were di- 
vided into those in whom the diagnosis was confirmed 
and designated positive and th in whom it was not 
confirmed and designated nega‘ In this group, 208 
patients, or 46°, with symptoms of prostatitis demon- 
strated white blood cells in the prostatic fluid and were 
designated positive, while 241, or 54° , were designated 
as negative. 

COMPARISON OF THE THREE GROUPS 

Table 1 represents a comparison of the prostatic find- 
ings in the three groups just considered. It is of interest 
to note in the three groups of patients that the percentage 
of so-called positive prostates does not differ significantly 
one from the other. This situation gives one pause for 
thought when one considers that, on the basis of prostatic 
findings similar to those found in asymptomatic men, a 
patient may be started on a long and frequently fruitless 
course of therapy. 


FLUCTUATIONS IN PROSTATIC FINDINGS 

It is an accepted fact that the prostatic fluid after a 
second massage may show many more white blood cells 
than that of the preceding day. First samples only were 
reported, as it was impossible to examine the normal 
group on the following day. The fluctuation of the con- 
stituents of the prostatic fluid was studied in a group of 
65 men. These men were examined weekly for three 
weeks. These patients all were originally seen because of 
a nonspecific urethral secretion. They were treated by 
means other than prostatic massage. The entire group 
received similar treatment, and all were cured of their 
symptoms in the same length of time. 

A review of table 2 reveals that approximately the 
same percentage of prostatic fluid constituents remained 
unchanged in both the group with negative and the group 
with positive findings. Also an equal amount reversed 
the findings of the initial examinations. Of the prostates 


TABLE 2.—Fluctuation of White Blood Cells in Prostatic Fluid 


Prostatic Fluid Group 


— 7 ee No 
Neg. Neg. Neg 14 l 
Neg. Neg. Pos . 
Neg. Pos. Neg 4 f 
Neg. Pos, Pos 5 
Pos Pos, Pos 19 
Pos Pos. Neg 
Pos Neg. Pos l 
Pos Neg. Neg 


Total 65 1(x 


originally considered as showing negative findings, 55% 
were classified as showing positive findings at some time 
during the three weeks, while findings in 45% of the 
prostates originally showing positive results became 
negative One Or more times. It would seem that at any 
one time a quarter of the prostatic findings might differ 
from those at the previous examination. The change in 
prostatic findings was in no way reflected in the symp- 
toms of the patient. 
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BACTERIOLOGY 


The flora of the prostate, as frequently reported, is 
varied; the species of bacteria in the majority of the cases 
do not differ from those normally found in the anterior 
urethra. In order to avoid this contamination as much as 
possible, prostatic fluid was obtained endoscopically for 
culture in a series of 68 patients. 

In 29 cases in which the prostatic fluid contained pus, 
only three cultures indicated growth. In only one of the 


TABLE 3.—Prostatic Fluid Culture Findings in 
Sixty-Eight Patients 


Culture 


iil : . . . a 
Negative Positive 
: "aaa ~~ = ' - 
Prostatic Fluid No. Z No. % Total 
Ee err eae 5 RY 3 11 29 
WORRUIVE 2.2000: hawende van 38 99 1 1 39 


three cultures was a known pathogen isolated. It would 
appear, then, that presence of pus cells in the prostatic 
fluid does not insure the recovery of an organism. 


COMMENT 
The diagnosis of chronic prostatitis is usually liberally 
made to explain many of the vexing symptoms found in 
the male. The patient usually readily accepts such a 
diagnosis and is willing to return week after week for a 
prostatic massage. He accepts also without hesitation 
many proscriptions of food, drink, and recreation that 
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many times accompany the actual treatment. Some o; 
these patients rapidly improve; others do well as long q 
the treatment continues but relapse when it ceases: stij 
others show no improvement at all. What is the reason 
for this rather nonspecific treatment and its inconsistent 
results? We have felt for some time the reason lies jp 
the lack of careful and exact diagnosis. 

It is easy to accept as part of a psychosomatic pattern 
the symptoms of low back pain or heaviness in the 
perineum, so long as the patient does not have the telltale 
pus cells in his prostatic fluid; but let this be present and 
the symptoms are the result of an infected prostate. The 
fact that leukocytes are found in the prostatic fluid of 
over one-third of males, symptomatic or asymptomatic, 
would indicate that this finding alone is not enough to 
incriminate the prostate as the origin of symptoms when 


present. 
SUMMARY 


Three groups of males studied showed the presence of 
a significant amount of leukocytes in the prostatic fluid 
in a similar percentage. These groups were comprised of 
normal men, those with a nonspecific urethral discharge, 
and those referred with a diagnosis of chronic prostatitis, 
The constituents of the prostatic fluid fluctuate with each 
examination, and recovery of an organism in a sup- 
posedly infected gland is difficult. The concept of chronic 
prostatitis as the cause of symptoms may frequently be 
one of fiction rather than fact. 


U. S. Army Hospital, Fort Belvoir, Va. (Major O'Shaughnessy), 





COMBINATION TREATMENT OF URINARY TRACT INFECTION 


Capt. William J. Toland 


Col. Jack W. Schwartz, (MC), U. S. Army 


Lower urinary tract infection is one of the most fre- 
quent and distressing infections encountered. In the out- 
patient urology clinic at Walter Reed Army Hospital, 
these infections have been treated with antibacterial 
drugs in combination with 2,6-diamino-3-phenylazopyri- 
dine hydrochloride, but lately a new combination has 
become available for treatment use. This drug, Urosulfin, 
contains 250 mg. of sulfamethylthiadiazole and 50 mg. 
of 2,6-diamino-3-phenylazopyridine hydrochloride per 
tablet. The purpose of this paper is to present a series 
of patients in whom this drug combination was used with 
good bacteriological results and rapid relief of symptoms. 

Recent articles attest to the usefulness of the antibac- 
terial drug sulfamethylthiadiazole.' It has proved effec- 
tive against a variety of organisms that are the causative 





Senior Resident, Urological Service (Captain Toland), and Chief, Uro- 
logical Service (Colonel Schwartz), Walter Reed Army Hospital, Washing- 
ton, D. C. 

Read in the Symposium on Newer Developments in the Management 
of Genitourinary Infections before the Section on Urology at the 104th 
Annual Meeting of the American Medical Association, Atlantic City, 
June 10, 1955. 

1. Barnes, R. W.: Thiosulfil for Chronic Urinary Tract Infections, 
J. Urol. 71: 655 (May) 1954. Bourque, J. P., and Joyal, J.: A Clinical 
Study of a New Sulfonamide in the Treatment of Urinary Infections, 
Canad. M. A. J. 68: 337 (April) 1953. Hughes, J.; Coppridge, W. M., 
and Roberts, L. C.: Thiosulfil, a Clinical Study, South. M. J. 47: 1082 
(Nov.) 1954. 


° Cystitis in 86 female patients was treated by ad- 
ministering orally a combination of two drugs, sulfa- 
methylthiadiazole and 2,6-diamino-3-phenylazopyri- 
dine hydrochloride. These have, respectively, an 
antibacterial and an anesthetic effect. The dysuria 
and frequency were generally diminished within 
24 hours; cures were achieved in 48 cases and im- 
provement in 22. Escherichia coli was the organism 
most frequently found. 

Chemotherapy is likely to be inadequate if the 
causative lesion is not located, but the combined 
action of these two drugs was highly satisfactory 
because it relieved pain and discomfort. No toxic 
effects were noted in 117 patients treated therewith. 





agents of urinary tract infection. Sulfamethylthiadiazole 
is also relatively free of toxic reactions and has 4 high 
degree of solubility. For many years 2,6-diamino-3- 
phenylazopyridine hydrochloride has been used as an 
adjunct to antibacterial therapy in urinary tract infec- 
tions. It is rapidly excreted by the kidneys and has an 
anesthetic action upon the mucosa of the lower urinary 
tract. Because of this action, it relieves distressing sy ™P- 
toms of frequency, urgency, and dysuria. Only | irell 
have toxic reactions been reported. 











» 1956 


me of 
IN as 
S$; stil] 
eason 
sistent 
1es In 


attern 
n the 
elltale 
it and 
. The 
nid ot 
Natic, 
igh to 
when 


Ice of 
fluid 
sed of 
large, 
atitis, 
| each 

sup- 
ironic 
ly be 


nessy), 


id- 
fa- 
ifi- 
an 
ria 
hin 
m- 
sm 


he 
ed 
ory 
KIC 


th. 


—— 


azole 
high 
10-3 
is an 


nfec- 
i$ an 
inary 


ymp- 
irely 





Vol. 160, No. 7 


TREATMENT 


The combination, Urosulfin, is free of toxic reactions 
in the dosages used. In the 117 patients treated, no toxic 
response was noted. The dosage varied between two 
tablets three times daily to two tablets four times daily, 
depending upon the severity of the symptoms. Treatment 
extended from 4 to 14 days, and in several patients it 
was necessary to repeat courses of the drug. All 86 
patients who were completely evaluated were females 
with lower tract infections. Urine cultures were obtained 
before and after therapy. When the symptoms were such 
that more severe disease was suspected, cystoscopic ex- 
amination and excretory urograms were performed. 
These procedures were performed after the initial course 
of Urosulfin therapy. Many of these patients so exam- 


Taste 1.—Results of Therapy in Eighty-Six Females with 


Cystitis 
Cases Chronie Acute Total 
Paslures......cscccseces oc ecercescocerse 12 4 16" 
Improved (eehornte rere ° ls 7 27 
CUTOG.. ccvcccevccccccessccsssccceseeces ° 12 36 45 
TOGGE. cacccsseeevecveneass ' sss 39 47 86 
* Six of these patients had negative urine findings but positive cultures. 


‘Ten of these patients had both positive urine findings and cultures 


Taste 2.—Organisms Found in Patients with Acute and 
Chronic Cystitis 


Organism Acute Chronie 

Eecherienla CO’. .ccccscccccceess ere eadeae 21 10 
Proteus specieS......+..+. ; er ‘ 7 10 
Pseudomonas aeruginosa.... ines cakaewan ate 3 4 
Streptococcus fuecalis........... ivan 11 

\erobacter aerogenes............ ~ / — > 5 
Mierococeus tetragenus.. ae 3 1 
Micrococcus pyogenes var. aureus ‘ 4 l 
Paracolon bacillus........... , ; << 6 1 


Taste 3,—Cultures Negative After Treatment in Patients with 
Acute and Chronic Cystitis 


Culture Acute Chronie 
Eacherichia €Oli...ccccssscsccccses ° 13 6 
Proteus species.......... 

Pseudomonas aeruginosa . : l 
Streptococcus faecalis....... 9 I 
\erobacter aerogenes.......... 4 

Micrococeus tetragenus............ ‘i 3 ] 
Micrococeus pyogenes var. aureus......... ° 2 1 
Rep OGNIN RNIN, 5a cascssionindaseviwensssvenseven eee 2 . 


ined were found to have chronic urethritis. In these pa- 
patients, Urosulfin was used at the time of the initial ex- 
amination and urethral dilatation as a prophylactic 
measure, 

In this series of patients, 47, or 54.6%, had acute 
cystitis, and 39, or 45.4%, had chronic cystitis. For the 
purpose of this paper, the differentiation was based upon 
the patient’s history. Patients with previous attacks of 
cystitis who had required treatment any time within the 
previous six months were placed in the group with 
chronic cystitis (table 1). 


RESULTS 
Table 2 shows the organisms found in the groups with 
acute and chronic cystitis. Table 3 reveals the results of 
therapy. The antibacterial qualities of Urosulfin are 
‘imilur to those of sulfamethylthiadiazole alone. The ad- 
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dition of 2,6-diamino-3-phenylazopyridine hydrochloride 
gives a more rapid relief of symptoms. Within 24 hours 
after the initial dose of Urosulfin, symptoms of dysuria 
and frequency diminished. This is certainly more rapid 
than with the antibacterial drug alone. If excellent re 

sults were obtained, the urinary findings were completely 
reversed within five days (tables 2 and 3) 

Forty-eight patients, or 55.8 , had complete relief of 
symptoms, and laboratory studies revealed negative urine 
findings. In these patients, the relief of symptoms usually 
occurred within 24 hours. Of the patients cured, 12 
(25.5% ) were in the group with chronic cystitis and 36 
(74.5% ) were in the group with acute cystitis. Results 
in 16 patients, or 18.6%, were considered a failure 
in that neither the symptoms nor the urinary findings 
improved. These patients were then given other forms 
of therapy. Of the failures, 12 (75° ) were in the group 
with chronic cystitis and 4 (25% ) were in the group 
with acute cystitis. In this group, six (37.5%) had 
negative urinary findings with positive cultures after 
treatment but had no improvement in symptoms. 
Twenty-two of the patients, or 25.6% , were considered 
improved in that their symptoms diminished but did not 
completely disappear. Positive cultures and urine find 
ings were found in 10 (45.4% ) patients. Of the im- 
proved patients, 15 (68.1% ) were in the group with 
chronic cystitis and 7 (31.9% ) were in the group with 
acute cystitis. 

CONCLUSIONS 

In urinary tract infections that are associated with pain 
and discomfort, Urosulfin (containing 250 mg. of sul- 
famethylthiadiazole and 50 mg. of 2,6-diamino-3-phenyl- 
azopyridine hydrochloride per tablet) was highly satis- 
factory as it relieved pain and discomfort within 
hours and long before any chemotherapeutic action could 
control the infection. The antibacterial action of Uro- 
sulfin closely parallels the action of sulfamethylthiadia 
zole alone. Chemotherapeutic treatment alone is not 
adequate in controlling chronic cystitis. The causative 
lesion should be located and definitive treatment given. 





The Collective Unconscious.—One of Jung's major contribu- 
tions has been the concept of the collective unconscious. His 
split with Freud began with disagreement over this idea. Freud 
later presented a similar concept in his “archaic heritage” but 
this was never elaborated nor used in his psychotherapeutic 
system. The collective unconscious is thought to be the basic 
core of the human personality, which in its general pattern of 
function is common to all human beings and is therefore called 
“collective.” This personality core underlies and is prior to 
individual life experience and all conscious elaboration. It is 
the inherited part of the psyche, corresponding to the anatomical 
structure of the brain which is also inherited and held in 
common by all human beings. The collective unconscious mani 
fests itself in certain fundamental patterns of thought and be- 
havior which are characteristic of the human species. These 
psychic patterns can be thought of as the underlying structure 
of the mind which is potentially present prior to any life ex- 
perience but which becomes actualized only when clothed with 
individual life happenings and contact with a specific human 
culture. The unconscious psyche is considered to be a purpose- 
ful organ of the body just as the heart and kidney are organs 
carrying out their functional purpose even though we are un- 
conscious of them.—Edward F. Edinger, M.D., Archetypal 
Patterns in Schizophrenia, The American Journal of Psychiatry, 
November, 1955. 
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TREATMENT OF RENAL TUBERCULOSIS 
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WITH TRIPLE-DRUG THERAPY 


USE OF A COMBINATION OF STREPTOMYCIN, ISONIAZID, AND SODIUM AMINOSALICYLIC ACip 


John K. Lattimer, M.D., Herman Wechsler, M.D., Anthony L. Spirito, M.D. 


and 


George T. Whittle, M.D., New York 


To date, no decline in the incidence of renal tubercu- 
losis has been observed by this study group since the 
advent of streptomycin. Neither has there been any sig- 
nificant decline in the number of new cases treated by 
the Army, Navy, and Veterans Administration. It had 
been hoped that the use of chemotherapy for pulmonary 
tuberculosis since 1946 would have led to a decrease in 
the incidence of this type of hematogenic complication. 
The only encouraging decline observed was among the 
children with miliary tuberculosis. No positive urine 
cultures for Mycobacterium tuberculosis have been ob- 
served in this group during the past two years, since the 
adoption of triple-drug therapy for miliary tuberculosis. 


CASE MATERIAL 


Over the past eight years, various chemotherapeutic 
regimens with use of streptomycin alone, isoniazid alone, 
streptomycin plus aminosalicylic acid, and the combina- 
tion of streptomycin, aminosalicylic acid, and isoniazid 
have been tested for effectiveness on groups of patients 
who were highly comparable in all respects. All patients 
were treated and followed up on the same wards, by the 
same personnel, and under as closely similar conditions 
as possible during the eight-year period. It was recog- 
nized that these groups were not run as concurrent con- 
trols against one another, but they were run in serial 
fashion with the minimum possible interval between 
groups. These conditions were made necessary by the 
small numbers of patients available and by the discovery 
of new drugs as time progressed. 

The severity of the kidney lesions treated was highly 
comparable in each group of patients. All had kidney 
lesions of the moderately or far-advanced cavitary type. 
Patients with minimal renal lesions (with no pyelographic 
cavities) were not included in these studies due to the 
fact that such lesions are so easy to arrest that they do 
not constitute a good test of the treatment. It was felt 
that advanced lesions provided a much more rigorous 
test of the effectiveness of each regimen. It was also kept 
in mind that most of the renal lesions that are seen by 
the urologist are advanced lesions when first seen. 


RESULTS OF TRIPLE-DRUG THERAPY 
The most effective drug regimen tested to date ' has 
been the combination of streptomycin, 1 gm. twice 
weekly, isoniazid, 100 mg. three times a day, and sodium 
aminosalicylic acid, 5 gm. three times a day, all given 





From the Squier Urological Clinic, Columbia University College of 
Physicians and Surgeons, and the Research Unit for Genito-Urinary 


Tuberculosis, Kingsbridge Veterans Administration Hospital. 

Read in the Symposium on Newer Developments in the Management 
of Genitourinary Infections before the Section on Urology at the 104th 
Annual Meeting of the American Medical Association, 
June 10, 1955. 

1. Lattimer, J. K.: Genito-Urinary Tuberculosis, J. Urol. 74: 291-300 
(Sept.) 1955. 


Atlantic City, 


¢ Triple-drug therapy for renal tuberculosis con- 
sisted of 1 gm. of streptomycin twice weekly, 100 mg. 
of isoniazid thrice daily, and 5 gm. of sodium amino- 
salicylic acid thrice daily, all given simultaneously 
and without interruption for a year. This treatment 
was administered to 20 patients who had renal 
lesions of the cavitary type and whose urine con- 
tained Mycobacterium tuberculosis. They were reex- 
amined a year after completing the course. No 
relapses had occurred. The urine had remained 
negative, and a kidney removed from one patient 
who died of cardiac disease at this time showed a 
scar without histological evidence of tuberculosis. 

Comparison with two other series of patients who 
had renal tuberculosis of equal severity showed that 
the three drugs together were more effective than 
streptomycin plus isoniazid and far more effective 
than streptomycin alone. 





simultaneously for one continuous year. Figure | shows 
a comparison of the results of treatment with four differ- 
ent chemotherapeutic regimens 24 months after the be- 
ginning of treatment. It will be noted that the group that 
received the triple-drug regimen (right-hand column) 
has shown no relapses of the urine cultures to positive 
since the initiation of treatment. A group of 20 of these 
patients has completed one year of treatment plus one 
year of follow-up at the time of writing. The fact that 
more relapses have not occurred by this time appears to 
indicate an advantage for the three-drug regimen (isoni- 
azid, streptomycin, aminosalicylic acid) over the two- 
drug regimen (streptomycin plus aminosalicylic acid) in 
figure 2. It is to be expected that there will be some re- 
lapses in the future, but none are apparent at this time. 


Bed rest, of a semiambulatory type, is considered an 
important adjunct during the first 6 to 12 months of this 
treatment. It is also important that the patients take full 
doses of the medicaments and do not skip any doses. It 
is Our practice to give these patients vitamin therapy 
throughout their treatment. This regimen has been so 
successful to date that we have not removed any tuber- 
culous kidneys or portions of kidneys at the Research 
Unit for Genito-Urinary Tuberculosis in the past three 
years. Only one kidney was removed for study, as de- 
scribed below. Should relapses occur, we will precede 
any surgical procedures with one month of therapy with 
isoniazid, plus sodium aminosalicylic acid, as described 
above, and follow the operation with 11 more months ol 
therapy with isoniazid and sodium aminosalicylic acid. 


HISTOLOGY OF RESECTED LESIONS 
One of the men died of cardiac disease immediately 


after the completion of one year of triple-drug therapy. 
At autopsy the right kidney was found to contain the 
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expected scar at the position of his pyelographic lesion. 
Ureteral urine cultures from this kidney had been posi- 
tive for Myco. tuberculosis prior to treatment. His voided 
urine had been repeatedly positive for Myco. tuberculosis 
before treatment. The urine cultures from all of these 
sources had become negative during and after treatment. 
On examination of the scar, the pathologist found no 
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Fig. 1.—Conversion of urine cultures 24 months after start of treatment 
for advanced renal lesions. SM, streptomycin; {NH, isoniazid; PAS, 
aminosalicylic acid. 


histological evidence of tuberculosis. No acid-fast bacilli 
could be grown from the kidney. A similar disappear- 
ance of the histological characteristics of tuberculosis has 
since been reported from England by Dick®* of the 
British Research Council. Of the 25 kidneys that he 
examined, 4 showed a disappearance of the tuberculous 
histology. 

In another of the patients who had received triple- 
drug therapy for one year, the kidney was removed for 
pathological examination upon completion of treatment. 
Prolonged attempts were made to grow Myco. tubercu- 
losis from the massive caseous lesions of this kidney by 
Dr. Gladys Hobby of Chas. Pfizer & Company, Inc., who 
has been eminently successful in culturing viable tubercle 
bacilli from resected lung tissue. Growth was finally 
obtained by Dr. Hobby from these kidney lesions at the 
end of seven months. The histological characteristics of 
the far-advanced lesions in this kidney showed a ten- 
dency toward healing but not a complete disappearance 
of the changes due to tuberculosis. The pathological ex- 
amination of this kidney was done by Dr. Oscar Aurbach 
of the Veterans Administration cooperative study.* He 
suggested that further chemotherapy (18 to 24 months) 
might permit healing to become complete. 

Streptomycin, 1 gm. twice weekly, plus sodium amino- 
salicylic acid, 5 gm. three times a day (two-drug therapy ) 
given together for one year did prove much more effec- 
tive than therapy with streptomycin or isoniazid alone, 
with relapses in only 20% after four years of follow-up. 
It did not appear to matter whether the 1 gm. of strepto- 
mycin was given daily or twice weekly in combination 
with 5 gm. of sodium aminosalicylic acid daily. Giving 
streptomycin twice weekly was so much less toxic and 
deferred drug resistance was so effective that this dosage 
plan is now used. The factors that favored relapse in 
this group were: (1) less than one year of therapy, (2) 





TRIPLE-DRUG THERAPY—LATTIMER FT AL. 645 





older age of the patient, (3) coexisting pulmonary tuber- 
culosis, and (4) organisms already resistant to strepto- 
mycin due to prior treatment. It was noted that prostatic 
tuberculosis responded to chemotherapy just as well as 
did renal tuberculosis. 


CLORPACTIN FOR TUBERCULOUS BLADDER ULCERS 

A new drug * Clorpactin 90 (monoxychlorosene, a hy- 
pochlorous acid derivative), has been found effective in 
ameliorating the symptoms from tuberculous ulcers of 
the bladder. This is a medicament for topical use that 
has a detergent action on the ulcers and also releases 
chlorine (as hypochlorous acid) in concentrations that 
are said to be tuberculocidal. The symptoms from chronic 
tuberculous cystitis were markedly improved in most 
cases by the use of this medicament for bladder irrigation 
These irrigations were moderately irritating and had to 
be given several days apart. 


INADEQUATE STERILIZATION OF CYSTOSCOPES 
It was discovered that conventional methods used for 
“sterilizing” cystoscopes did not kill Myco. tuberculosis 
within one hour. Formaldehyde solution (Formalin) 
vapor cabinets were ineffectual. Also, solutions of mer- 
curic oxycyanide, the quaternary ammonium compounds, 
and soaps were all found unsafe for sterilizing cysto- 
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INH, isoniazid; SM, streptomycin; PAS, aminosalicylic acid 


scopes that had been used on tuberculous patients. It 
therefore appeared conceivable that cross contamination 
between patients might occur if a cystoscope were used 





2. Dick, J. C.: Comparison of Effect of Streptomycin Pius P-Amino 


salicylic Acid and Streptomycin Plus Isoniazid on Tuberculous Lesions of 
Kidneys, Lancet 2: 516-522 (Sept.) 1954 

3. Hobby, G.; Aurbach, O., and Small, L. V Effect of Degree of 
Healing upon Persistence of Tubercle Bacilli Within Pulmonary Lesions 
Am. Rev. Tuberc. 72: 386-389 (Sept.) 1955 

4. Lattimer, J. K., and Spirito, A. I Clorpactin for Tuberculous 


Cystitis, J. Urol. 73: 1015-1018 (June) 1955 
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on a tuberculous patient and then used again on an un- 
infected patient within one hour. It was demonstrated by 
our tests that immersion in a 10% formaldehyde solu- 
tion for a period of five minutes would kill Myco. tuber- 
culosis on cystoscopes, provided the cystoscopes had 
been washed with soapy water previously and all stop- 
cocks and lumens were open.° It did not harm the cysto- 
scopes. If formaldehyde solution is objectionable for 
any reason, then the instrument germicide manufactured 
by the Lehn & Fink Products Corporation will be effec- 
tive in killing Myco. tuberculosis if the cystoscopes are 
immersed in it for one hour. All of the solutions had to 
be washed from the cystoscopes so that they would not 
irritate the tissues. It was found that catheters and other 
instruments that could be boiled for five minutes were 
best sterilized by boiling. 


SUMMARY 
Triple-drug therapy (isoniazid, streptomycin, and so- 
dium aminosalicylic acid) given simultaneously for one 
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year appeared to be more effective than double-dryp 
therapy (streptomycin plus aminosalicylic acid) in the 
treatment of renal and prostatic tuberculosis and js oyr 
current treatment regimen. Bed rest, plus a high vita- 
min intake, was combined with the chemotherapy. Pro- 
longation of the treatment to 18 or 24 months may be 
even more effective. To date, no new decline in the inci- 
dence of renal tuberculosis has been observed, despite 
the advent of chemotherapy. Clorpactin 90 (monoxy- 
chlorosene, a hypochlorous acid derivative) was found 
to be an effective new topically used medicament for 
tuberculous ulcers of the bladder. Immersion of clean 
cystoscopes in a 10% formaldehyde solution (Formalin) 
for five minutes proved to be an efficient and harmless 
method for sterilizing instruments contaminated with 
Mycobacterium tuberculosis. 
180 Fort Washington Ave. (32) (Dr. Lattimer). 


5. Lattimer, J. K.; Kenney, M.; Rosenblatt, G., and Goldman, M 
Inadequate Sterilization of Cystoscopes, J, Urol., to be published. 





PATTERN OF 39,500 SEROLOGIC TESTS IN COCCIDIOIDOMYCOSIS 


Charles E. Smith, M.D., Margaret T. Saito, B.S. 


Susan A. Simons, M.P.H., Berkeley, Calif. 


In 1950 we described the methods we had developed 
for serologic tests in the diagnosis and prognosis of coc- 
cidioidomycosis.' We reported the results of the 21,000 
simultaneous precipitin and complement-fixation tests 
that we had performed during the 10-year period 1939- 
i949. In the next five years, we performed another 18,- 
500 tests. These results are now compared with those of 
the previous group and with the combined 39,500 pre- 
cipitin and complement-fixation tests. 


METHOD OF SEROLOGIC TESTS 


The methods of the tests were reported in detail ' and 
are unchanged. The complement-fixation tests have been 
performed as a quantitative Kolmer test with serial dilu- 
tions of serum. The primary incubation is at 37 C for two 
hours with two units of complement. The hemolytic sys- 
tem is incubated for one hour, and the 100% end-point 
is used. The precipitin tests are performed by mixing 
0.2 ml. of undiluted serum with 0.2 ml. of undiluted, 
1:10, and 1:40 antigen and a serum-medium control in 
70 by 7 ml. test tubes. The four tubes are placed in the 
37 C incubator and examined daily for five days, flipping 
the tube sharply to spin up any diagnostic button of pre- 
cipitate. The antigens are appropriately standardized 
“coccidioidin” filtrates of liquid asparagin synthetic 
mediums in which multiple strains of Coccidioides im- 
mitis have been grown.” 





From the School of Public Health, University of California. 

These investigations were conducted by the Commission on Acute 
Respiratory Diseases, Armed Forces Epidemiological Board, supported 
by the Office of the Surgeon General, Department of the Army. 

1. Smith, C. E., and others: Serological Tests in the Diagnosis and 
Prognosis of Coccidioidomycosis, Am. J. Hyg. 52: 1-21 (July) 1950. 

2. (a) Footnote 1. (b) Smith, C. E., and others: The Use of Cocci- 
dioidin, Am. Rev. Tuberc. 57: 330-360 (April) 1948. 

3. Salvin, S. B.: The Serologic Relationship of Fungus Antigens, 
J. Lab. & Clin. Med. 34: 1096-1104 (Aug.) 1949, 


© The results of precipitin and complement-fixation 
tests have been analyzed in 5,579 cases of nondis- 
seminating and 722 cases of disseminated coccidi- 
oidal infection. In the nondisseminating cases, the 
skin test becomes positive first, and serologic tests 
should not be requested unless and until the skin 
test is shown to be positive. The precipitin appears 
later, the proportion of positive tests reaching a 
maximum of 91% in the third week. The comple- 
ment-fixing antibodies appear more slowly than the 
precipitins and persist longer. In the disseminated 
cases, the complement-fixation test was positive in 
all but two instances. The titer of complement fix- 
ation generally reflected the severity of the infec- 
tion. When the titer regressed, the prognosis was 
reassuring. 

The complement-fixing antibody appears in the 
spinal fluid only if meningitis develops; it is there- 
fore diagnostic. However, the antibody has been 
found in the umbilical cord blood in cases of ma- 
ternal coccidioidomycosis when there was no evi- 
dence of infection in the infant. 





SPECIFICITY 

Our additional experiences have confirmed the be- 
lief that there is no cross reaction with viral, bacterial, of 
spirochetal infections. Neither is there cross reaction with 
superficial mycoses or with actinomycosis or crypto- 
coccosis. Inconsistent cross reactions are seen in in- 
fections due to Histoplasma and Blastomyces. The ex- 
perimental evidence presented by Salvin * has been ad- 
mirably discussed in its practical application by Canip- 
bell. Campbell found that, in complement-fixation tes‘s, 
coccidioidin supplied by us failed to fix complement '0 
serums from any of her 65 blastomycotic patients, «!- 
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though histoplasmal antigen reacted with serums in all 
stages of infection. Her blastomycin fixed complement 
consistently at approximately the same titer as did histo- 
plasmal antigen in all stages of histoplasmal infection. 
However, in these patients with histoplasmosis, the irreg- 
ular fixation of complement by our coccidioidin never ex- 
ceeded one-eighth of the level of fixation by these other 
two antigens. She reported much less specificity of our 
coccidioidin in precipitin tests with serums in her early 
cases of histoplasmosis. In coccidioidal infections, the 
blastomycotic and histoplasmal antigens showed a great 
desree of cross reaction. Indeed, she found that in 40% 

of 77 serums from patients with early coccidioidal in- 
fections her histoplasmal antigen fixed complement to a 
higher titer than did coccidioidin. The relatively favor- 
able specificity of these coccidioidal serologic tests 
also has been indicated by Salvin and Furcolow’s report 
of the serologic studies of the Camp Gruber epidemic. 

It is to be recalled that we * indicated those Camp Gruber 
patients as well as a few with disseminated histoplasmosis 
as having provided us with our only nonspecific coc- 
cidioidal serologic tests in human serums. Furcolow and 
Larsh * subsequently recovered Histoplasma capsulatum 
from the storm cellar that was the point source of the 
epidemic. In his serologic studies, Salvin found diagnostic 
histoplasmal complement fixation in serums of 22 of 27 
patients in the epidemic, with 2, or approximately 10%, 
exhibiting cross fixation with our coccidioidin antigen. 
He reported on 24 of the 27 patients with histoplasmal 
precipitins, among whom 2 showed precipitins with coc- 
cidioidin. These serologic cross reactions are consistent 
with early observations regarding dermal cross reactions.’ 
With skin testing and serologic testing, the appropriate 
coccidioidins appear to be more specific than most of the 
histoplasmal or blastomycotic antigens now in use. How- 
ever, they can cross react. Fortunately, coccidioidal en- 
demicity is not observed in areas where histoplasmal or 
blastomycotic infections occur naturally, laboratory in- 
fections being notable exceptions. Epidemiological con- 
siderations,* therefore, usually can assist in interpreting 
these immunologic findings, especially for patients who 
have acute, primary infections. Sometimes the bat- 
tery of tests becomes necessary, and, even further, the 
correct diagnosis may necessitate the recovery of the 
etiological agent. 


ACCURACY OF SEROLOGIC TEST IN DETECTION 
OF COCCIDIOIDAL INFECTION 

With respect to accuracy in detecting coccidioidal in- 
fection, we recall that, in primary asymptomatic infection, 
which constitutes three-fifths of naturally acquired infec- 
tion,” the tests are diagnostic in only 7% ' but have 
proved successful in 92% of 730 soldiers with primary 
coccidioidal infections of such severity as to necessitate 
hospitalization. On the other hand, in patients with coc- 
idioidal pulmonary cavitation, serologic tests have estab- 
lished the diagnosis in only approximately three-fifths. 
For patients with asymptomatic coccidioidal pulmonary 
residuals we have no accurate data, since no plausible 
“denominator” is available. If the serologic test is posi- 
live. the diagnosis is established. However, a pulmonary 
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residual often persists at the site of original coccidioidal 
pneumonitis after diagnostic humoral antibodies have 
disappeared. Thus, from experience gained by lobecto 
mies and pulmonary resections after asymptomatic pul 
monary coccidioidal lesions have been detected in x-ray 
surveys, we know that positive serology is infrequent 
Generally an exploratory thoracotomy becomes neces- 
sary when malignancy is a possibility. Except in dis 
seminated infections, negative serology cannot exclude 
the possibility of a coccidioidal infection. In this respect, 
the role of the serologic test is the reverse of the applica 
bility of the skin test. 

In patients with coccidioidal extrapulmonary dissem 
inations or coccidioidal granuloma, we previously re 
ported ' 2 of 419 with negative serology. Among this 
present series of 18,500 tests, there were 303 patients 
with disseminating infections. There were no “misses” 
in this group, giving a total of 2 failures among 722 pa 
tients with disseminated disease. However, among these 
last 303 patients with serologically diagnosed disease, 
the serums in 2 with extensive extrapulmonary lesions 
without precipitins fixed complement diagnustically only 
when 4 C overnight binding was substituted for our usual 
two hour 37 C technique. With one of these patients we 
had carried out a half-dozen previously unsuccessful 
serologic tests and had even made an autogenous antigen, 
which did no better than our standard antigen. When 
we used the 4 C binding, our standard antigen fixed 
complement in 1:16 serum dilution, while the autogenous 
antigen fixed it only in a 1:4 serum dilution. The advan- 
tages of the 4 C overnight binding will be discussed later 
in the paper. We would emphasize that, with both pre- 
cipitin and complement-fixation tests, it is nearly always 
possible to diagnose disseminated coccidioidal infections 
With patients having a single extrapulmonary lesion 
even meningitis, one might hesitate to eliminate a coc- 
cidioidal diagnosis on the basis of a negative serologic 
test. 
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1953. 

5. Salvin, S. B.; Furcolow, M. L., and Nishio, J.: Serologic Studies 
on an Outbreak of Pulmonary Disease at Camp Gruber, Okla... A. M. A 
Arch. Int. Med. 93: 906-810 (June) 1954 
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RELATIVE DIAGNOSTIC ROLES OF THE PRECIPITIN AND 
COMPLEMENT-FIXING SEROLOGIC TESTS 


The relative roles of the precipitin and complement- 
fixing tests in the diagnosis of uncomplicated primary in- 
fections continue in the same proportion among the 2,360 
patients of the new series as among the 3,219 previously 
reported. As table 1 indicates, 44% of the patients had 
only precipitins. This is another aspect of the prognostic 
significance of the complement-fixation test. to be em- 
phasized later, in which the higher the titer the more 
severe is the infection. On the other hand, the 23% in 
whom only complement-fixing antibodies were demon- 
strated reflect the rapidity with which precipitins are lost 
and the fact that the specimens were obtained after pre- 
cipitins had disappeared. It is evident that tests for pre- 
cipitins are necessary if the maximal proportion of diag- 
noses of primary coccidioidal infections is to be made 
serologically. 

Precipitin tests are not as necessary in the serologic 
diagnoses of disseminated infections. Thus it may be 
recalled that, among the previously reported ! 419 pa- 
tients with disseminated infections, 8 (2%) had diag- 
noses made only by precipitins. Among our 303 addi- 


NO. PERCENTAGE OF SERA 
PATIENTS ° 10 20 30 40 50 60 70 


WON-DISSEMINATING 
PRIMARY INFECTION, 9979 


ALL DISSEMINATING 
INFECTIONS. 722 


SB MMM LiDldddddédde 











J.A.M.A., Feb. 18, 1956 


with disseminated infections whose serums contained 
precipitins. This reflects the fact that we have been 
receiving serums of patients with disseminations closer 
to the time of their initial infections and resultant dis. 
seminations, with precipitins still persisting. 


TABLE 2.—Percentage Distribution of Precipitins and Comple. 
ment Fixation in Serums of Patients with Disseminated 
Coccidioidal Infection—Comparison Between First 
(21,000) and Second (18,500) Groups of Serums 


First Second 
Group Group All 
Percentage of patients having 
RE SII eo ono caunseaneasuneneses 1 0 03 
Precipitin positive, complement fixation 
Negative or equivalent...........ccccccce 2 1 9 


Precipitin positive, complement fixation 
DE cdc pagémaudaccnheedesd bane eeows wanes 37 62 47 


Precipitin negative, complement fixation 
NE cc cnei ea nud a cckwacbiaives “eukedsicws 60 37 51 


Total precipitin positive...................6- 39 63 49 
Total complement fixation positive........ 97 99 9s 
TOCA! MO. OF POUUAMER. ..6iccicacccccccsseeces 419 303 


Because of the brevity of their persistence, precipitins 
are also of little use for the later stages of primary infec- 
tion when pulmonary cavities are diagnosed or for the 
identification of asymptomatic coccidioidal pulmonary 
residuals with or without cavitation. The com- 
parative roles of precipitins and complement- 
fixing antibodies in diagnosis of infections in 
over 5,500 patients with primary symptomatic 
coccidioidomycosis and in over 700 patients 
with disseminated infections are seen in figure |. 


NEGATIVE SEROLOGY (UNKNOWN WITH NON- DISSEMINATING, ESTIMATED AT 7%,0.3% WITH DISSEM- 


ATED INFECTION. 
Z PRECIPITINS PRESENT AND COMPLEMENT NOT FIXED OR EQUIVOCAL 
2 PRECIPITINS PRESENT AND COMPLEMENT FIXED 
B COMPLEMENT FIXED AND PRECIPITINS ABSENT 


COMPARATIVE MERITS OF BINDING COM- 
PLEMENT FOR TWO HOURS AT 37 C 
WITH EIGHTEEN HOURS AT 4 C 


In 1948 we began a collaborative comparison 


Fig. 1.—Percentage distribution of precipitins and complement-fixing antibodies in of coccidioidal complement-fixation tests with 


serums of patients with primary nondisseminating and with disseminating coccidioidal 


disease. Total experience with 39,500 serums. 


tional patients there were 3(1%) with infections diag- 
nosed only by precipitins. We did not attempt overnight 
4 C binding in them, since that had not yet occurred to 
us as being significantly valuable. However, in two other 
patients with disseminated infections, whose serums 


TABLE 1.—Percentage Distribution of Precipitins and Comple- 
ment Fixation in Serums of Patients with Primary Non- 
disseminating Coccidioidal Infection—Comparison 
Between First (21,000) and Second (18,500) 

Groups of Serums 


Percentage of Patients Having 





= nee ail 
Pre- Comple- 
cipitin Pre- ment 
Positive, cipitin Fixation 
Comple- Posi- Positive, 
ment tive, Pre- Total 
Fixation Comple-  cipitin Total Comple- 
Nega- ment Nega- Pre- ment 
Total tiveor Fixation tive or cipitin Fixation 
No. of Equiva- Posi- Equiva- Posi- Posi- 
Patients lent tive lent tive tive 
First group 3,219 44.4 34.0 21.6 78.4 55.6 
Second group 2,360 44.4 30.0 25.6 74.4 55.6 
Mi evcitssous 5,579 44.4 32.3 23.3 76.7 55.6 


contained diagnostic precipitins but only equivocally fixed 
complement with binding for two hours at 37 C, com- 
plement was fixed in dilutions of 1:32 and 1:64 when 
the binding was overnight at 4 C. Our present series 
(table 2) shows a somewhat higher proportion of patients 


Charlotte Campbell and Samuel Saslaw of 
the serologic research section, Department 
of Bacteriology, Army Medical Service Graduate 
School, Walter Reed Army Medical Center; with 
Samuel Salvin of the Microbiological Institute of the 
National Institutes of Health (formerly at Bethesda 
and now at the Rocky Mountain Laboratory), and with 
Mrs. Jean Fenton and Marcus Krupp of the laboratory 
of Fort Miley Veterans Administration Hospital, San 
Francisco. Charlotte Campbell * has reported some of 
the by-product studies of cross reactions. The compari- 
son of the effects of various techniques used by these 
groups on titers of aliquots of the same serums with our 
coccidioidal antigen is being reported separately. In these 
comparisons we simultaneously tested with our usual two 
hour binding at 37 C and with overnight 4 C binding of 
complement. As will be reported in more detail in this 
subsequent paper, we found that the overnight 4 C bind- 
ing resulted in serum titers approximately twofold or one 
serial dilution higher than when binding was for two 
hours at 37 C. The two methods were tried simultaneously 
in serums from 114 patients who were undergoing pri- 
mary coccidioidal infections and whose serums contained 
precipitins but did not fix complement when tested ini- 
tially. Seventy-eight, or 68% still failed to fix complement 
by either technique. Thirty-five, or 31%, fixed comple- 
ment diagnostically only by the overnight binding. ne, 
or 1%, fixed complement by the repeated two hour bind- 
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ing but lailed to fix it by the 4 C overnight method. Thus, 
by the use of overnight fixation, probably 30% rather 
than 44% of specimens of patients with symptomatic 
primary coccidioidal infections would be detected only 
by precipitins. However, approximately one-third of 
these diagnoses cannot be made serologically if precipitin 
tests are omitted. Moreover, as we have discussed pre- 
viously, in the 1 to 2% of patients with disseminating 
infections in whom only precipitins are present, the in- 
fections are diagnosable by complement fixation if over- 
night 4 C binding is used. Even the 0.5% in whom sero- 
logic tests previously failed then are proved. 


TIMES OF APPEARANCE AND DISAPPEARANCE OF 
HUMORAL ANTIBODIES 
As in the previous series,’ the patients of the current 
serologically positive group with primary nondisseminat- 
ing infections had established coccidioidin sensitivity be- 
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cipitins in the period 7 to 9 months, three in the period 


10 to 12 months, one in the second year, and one in the 


third year. 


While persistence of precipitins does not have the 


ominous prognostic significance of high complement- 
fixing titers, occasionally precipitins did persist for long 
times in serums of those with disseminated infections 
Eight patients with disseminated infections had precipi- 
tins in the second year of disease, three in the fourth year, 
and one still during the ninth year after infection and dis- 
semination. One also recalls that in a patient with rup- 
ture of a coccidioidal pulmonary cavity and coccidioidal 
hydropneumothorax ' 
ever, this is the only circumstance in which we have ob- 
served their reappearance long after they had vanished. 


precipitins may reappear. How- 


The effect of time on the maximal titer of the precipitin 


test followed the same pattern as previously reported in 
patients with active primary nondisseminating infections.’ 


TABLE 3.—Presence of Diagnostic Precipitins in Serums of Patients with Primary Nondisseminating Coccidioidal Infections by Month 
of Illness—Combined Experience with 39,500 Serums Compared with First (21,000) and Second (18,500) Groups of Serums 








Time, Mo 
All All 
Status of Precipitins <0.25 0.25 0.50 7 l 1-1.2 1.5-1.7 l j r 
Precipitins not yet positive............... ies 117 53 25 1M) 2 ( 
Precipitins previously positive, now reverted...... 0 0 5 4 7 117 148 ‘ t } { 
Complement fixation positive; precipitins negative 5 i] 60 112 18 ‘7 187 434 ~ 17s 
Total pPrecipitine MEGALIVE. ...ccccccscccsceccsese 122 o4 90 13 “4 ( 30) im f 
PIOCTUIRS DPOMIVE scccccescccccccass Siig siscabaneed 135 902 928 82¢ ] aD | 14 1,] ss " 
RE EEE rec tert eae ee ae eee 257 996 1,018 1,181] ‘ 1s TE 
Per cent positive precipitins: 
ND Spor rt est vadsesseseanarsewen 53 91 91 Re 69 f ' 3 { 
PE ei Raetadicwiseisscclarnnectudedendewad 50 85 91 &4 RS tit j 
te os ater on tcnmaponneseriewawee 65 93 91 88 xy j ; 
; : ¢ « ; 1eC c PERCENTAGE OF POSITIVE SERA 
fore the diagnostic humoral antibodies had appeared. os «ow eo 2 a? Se Ee. 


Since coccidioidin does not sensitize, stimulate humoral 
antibodies even in dermal reactors, or exacerbate active 
or focalized infections," it should be used as a screen. 
Where a primary nondisseminating coccidioidal infection 
is suspected, the serologic tests should not be requested 
until the skin test is shown to be positive.'* Moreover, 
since the diagnostic humoral antibodies persist relatively 
briefly, there is no need for paired “acute” and “con- 
valescent” specimens as there is in the case of virus in- 
fections. 


The times of appearance and disappearance of pre- 
cipitins in patients with primary nondisseminating infec- 
tions are presented in table 3 and figure 2. The calculation 
of these values is indicated in the table and was discussed 
for the previous series.1 The two series are quite com- 
parable. In the first series no conversions to positives 
occurred after the first month of symptoms, while in the 
second group two were found at six weeks. In the com- 
bined groups, 47% had no demonstrable precipitins in 
the first week of illness. The proportion of positives 
reached a peak in the third week, with 91%. However, 
as in the previous series, reversions also began in the 
third week and occurred rapidly in the second month. 
By the fifth month only 10% of the specimens were posi- 
live, and thereafter precipitins were rare. However, we 
did have four patients who presented demonstrable pre- 
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9 (OF 256) COMP. Fix 
SECOND WEEK ILLNESS 








ti 7 ] OF 996) PRECIP 
18 (OF 1,016) COMP FIX 
THIRD WEEK ILLNESS 
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29 (OF 1,042) COMP. FIX. 
FOURTH WEEK ILLNESS 
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_] 86 (OF 965) PRECIP. 





46 (OF 993) COMP. Fix 
FIFTH AND SIXTH WEEK ILLNESS 
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69 (OF 1,161) PRECIP 
66 (OF 1,159) COMP Fix. 
SEVENTH AND EIGHTH WEEK ILLNESS 
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68 (OF 747) COMP. FIX 
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] 86 (oF 3,236) PRECIP. 





29 (OF 3,307) COMP. Fix. 
SECOND MONTH ILLNESS 
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62(OF 1,655) PRECIP 


66 (OF 1,906) COMP Fix 
THIRD MONTH ILLNESS 
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36 (OF 794) PRECIP 
84(OF 70!) COMP FIX 
FOURTH MONTH ILLNESS 
23 400) PRECIP. 

87 (OF 343) COMP Fix 
FIFTH MONTH ILLNESS 
u F 239) PRECIP. 
66 (OF 190) COMP Fix 
SIXTH MONTH ILLNESS 

F148) PRECIP. 


36 (OF 130) COMP Fix 
SEVENTH MONTH ILLNESS 
4 (OF 100) PRECIP 
Fig. 2.—Percentage distribution of precipitins and complement-fixing 
antibodies in serums of patients with primary nondisseminating coccid 


ioidomycosis, by duration of illness 





12. Footnotes 1 and & 
13. Footnotes 1 and 10 
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Limitation of numbers prevents comparable analysis in 
patients with disseminating infections. Within the first 
month, 63% of the 996 precipitin-positive serums of 
this second series of nondisseminating primary infections 
were positive in the 1:40 antigen dilution, falling to 
50% of 502 specimens in the second month, 40% ot 
164 in the third month, 23% of 57 serums in the fourth 
month, and 6% of 16 serums in the fifth month. Of the 
4,702 precipitin-positive serums in the combined groups 
of patients with nondisseminating primary infections, 
43% included 1:40 antigen dilution, 42% were not 
beyond 1:10 dilution, and 15% were detected only with 
undiluted antigen. 

As in our previous experience, prezoning of 1% was 
seen with the undiluted antigen, but 10ne by the 1:10 
antigen with respect to the 1:40 dilution. Thus, since 
precipitins are only of diagnostic value, and since the 
concentrations of antigens show only general trend with 
time, undiluted and 1:10 antigens would suffice in the 
precipitin tests. The 1:40 dilution could be omitted. 
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SIGNIFICANCE OF TITER OF COMPLEMENT FIXATION 

As was previously emphasized,’ the titer of comple. 
ment fixation generally reflects the severity of the infec. 
tion. Table 5 and figure 3 show the percentage distriby- 
tion of the titers of the 56% of patients with uncompli- 
cated primary infections whose serums fixed comple. 
ment. Both in the 1939-1949 and in the 195v-1954 
groups, nearly half fixed complement only in the initia! 
1:2 serum dilution. With our technique, a critical serum 
titer of 1:16 to 1:32 is evident in both groups, with, as 
figure 4 depicts, only one-tenth or less exceeding the 1:16 
titer. It should be emphasized that these titers are ap- 
plicable only to our techniques. Recognition of the 
probable effect of variations in techniques on “critical 
titer” impelled us to the comparative study previously 
mentioned. When we compared an overnight 4 C pri- 
mary binding with our two hour 37 C primary incuba- 
tion, the titer rose slightly over one serial dilution. 

Table 5 and figures 3 and 4, illustrate continued 
comparability of low titers of complement fixation in ser- 


TABLE 4.—Presence of Complement-Fixing Antibodies in Serums of Patients with Primary Nondisseminating Coccidioidomycosis, 
by Month of Illness—Combined Experience with 39,500 Serums Compared with 
First (21,000) and Second (18,500) Groups of Serums 














Time, Mo. 
7 wale aerica All All _ hg 
Status of Complement Fixation <0.25 0.25 0.50 0.75 <l 1-1.2 81.51.75 >1<2 2 3 4 5 f 
Complement fixation not yet positive............+. 112 162 120 77 471 18 3 21 4 0 0 0 0 
a irr a a a a a a ae ee ae 
Precipitins positive, complement fixation negative 122 674 617 438 1,851 349 123 472 78 22 8 9 
Total complement fixation negative........... 234 836 737 515 2,329 375 242 617 115 aT "26 18 “9 
Complement fixation positive.........ccceseeceevees 22 180 305 478 985 784 505 1,289 586 299 164 112 
All BOSES ..cccrccccrccccccccccscesecccecscssseceee 206 1,016 1,( 12 993 3,307 1,159 747 1 ,906 701 343 190 130 a8 
Per cent positive complement fixation 
I SONNE iis nisn cece wedesstdceseesesseeeces 9 18 29 48 29 68 68 68 84 87 86 RH 89 
PreviOus 21,000 ....ccccccccvcccccvcccccccccoveces 8 20 31 52 32 70 80 74 83 86 79 8] 86 
Second 18,500 .....ccvcccccccccccccvccvscvcrsccves 11 14 26 41 26 63 49 58 73 88 4 ) { 
With respect to the complement-fixing antibodies, table 256 
4 and figure 2 indicate that the pattern of the time se- 
quence of the new series is very similar to the previous is 
group. Thus, they appear more slowly than do precipitins. 
In the combined series only one-tenth of the specimens : 
were positive in the first week and less than one-third 32| 
within the first month. In both series a few conversions 
continued into the third month and a few reversions began 16 pe 


in the second month. It is evident that complement-fixing 
antibodies disappear much more slowly than precipitins. 
Again our late specimens were biased, since most were 
from patients with severe infections. Therefore, our data 
show no reduction in proportion of specimens which 
fixed complement during later months. This bias accounts 
for the associated fact that the proportion of higher titers 
actually increased with time. Thus in the first month 
half the specimens that fixed complement did so only 
in the first (1:2) serum dilution, and only 3% did so 
at a titer greater than 1:16. During the fourth month, 
only 28% of the complement-fixing specimens did so at 
the 1:2 level, while 18% were over 1:16. 
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Fig. 3.—Maximal titers of complement-fixing antibodies in serums ‘tom 
various types of coccidioidal diseases, expressed as cumulative percen’.£¢> 
Total experience with 39,500 serums. 
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36 
ums of patients with asymptomatic pulmonary residuals. complement, and there were occasional periods lasting 
, 1% exceeded 1:16, and all were under 1:32. These several weeks each spring when difficulties were experi 
Onl\ e é 
e- levels coincide with the fact that late disseminations are enced. All the second series of tests were made with 
- ver) rare. Thus serologic tests in these patients are re- commercial lyophilized complement that was consis 
- assuring prognostically, even though, as we have already tently satisfactory. A second factor may have been the 
li- mentioned, they are disappointing diagnostically. The fact that four different people set up the tests over the 
- comparability of the low titers of complement fixation first 10 year period, while (except during vacations ) only 
4 characteristic in patients with coccidioidal pulmonary one person performed them in the latter, 5S vear series 
al cavitation is seen in table 5 and figures 3 and 4. In only However, the prognostic pattern is consistent in both 
m 1 to 3% of the patients is the titer over 1:16. reempha- series. A rising titer ol complement fixation has indicated 
as sizing the fact that these lesions are found to be residual progressi\ ely increasing severity of infection. When a 
6 to the primary infection and do not threaten dissemina- critical titer is reached, the level of which depends upon 
p- tion. the technique used and which in our method has been 
ne The contrast in titers of patients with disseminating 1:16 to 1:32, one becomes increasingly apprehensive 
- § gly apy 
7 infections is seen in table 5 and figures 3 and 4. The ser- of dissemination. However, regression is encouraging 
, in g gin 
ums of only | in 20 of over 700 patients with disseminated prognostically. 
ris 
a- TaBLe 5.—Percentage Distribution of Maximal Titers of Complement-Fixing Antibodies in Serums of Various Types of Coccidioids 
Diseases—Comparison Between First (21,000) and Second (18,500) and Combined 
od (39,500) Groups of Serums 
T- i 
a Dissen iting I ct 
C Nondisseminating Infeetion ————____-_-——- - — . 
5 _eee = —— ——, Single Lesion Extens 
is, a Uncomplicated Pulmonary Pulmonary (Except (Exeept \ 
oi Primary Residual Cavitation Meningitis) Meningitis Meningitis) Unknowr I 
et | eee, OE ee PS, a ———~ Y = ~~ a, r 
” SE ER 7. p £. £ gs & $. ge } 
== ef ® £8 sh §5 =e te2az 5§2 tR@se® *: ts ; 
RE ey Ey 4 ay Sy En 4n on En 4y Fu § A g 
a0 Se * Rez Om Seu Fez ae Om Sz ze Oe Su Bx Om Sue Re Ov 7 7 7 
(1) (2) (5) (6) (7) (8) (9) (10) M1) @2) (83) (144) (5) (6 qg7z7) as ag (on (21 ( i 
2 414 78 67 72 56 2 4 21 14 Is ( l l 
4 20.8 18 22 20 5S 27 28 24 1] 1s 13 ] | ! . 
8 17.1 3 7 ) 10 11 10 7 19 ( 1 7 4 1] 
If 9.1 9.5 9.3 1 3 2 ) 7 ( 23 1 22 ‘ 1% l l ( | j ] 
32 1.7 6.9 3.9 0 1 1 05 8 4 ¢ l 8 19 34 ? l ! le 1 
4 04 1.0 0.7 0 0 0 0.5 (0.3) (O04) ] i 3 6 ] lv ( s M4 4 ! 18 
128 02 1.1 0.6 0 0 0 0 0 0 0 ( 3 7 4 7 ( 21 l ] 1 ] ! 18 
6 0.1 0.3 01 0 0 0 0 0 0 0 1 3 s ) lo Is j j 
3 974 90.7 94.7 100 99 99 99 97 98 93 RD 62 41 l 1 ] i 
< tit 99.3 97.4 98.6 100 «100100 99.5 99.7 99.6 99 87 ' s] s io " 
disease fixed complement diagnostically in the first (1:2) PERCENTAGE OF SERA 
. ‘ " A r ae SERIES N O 10 20 %”© 40 50 60 60 90 100 
dilution, and 60% exceeded the 1:16 dilution. Figure PRIMARY NON-OISSEMINATING INFECTIONS 
4, with this critical titer of 1:16, shows the similarity 
of the first and second series and, together with figure 
3, the similarity of the combined series. These contrasting 
titers become even more significant when one compares 
those with a single extrapulmonary lesion with those 
having extensive lesions. The cumulative percentage 
curve of the former lies rather close to that of the primary 
nondisseminating infections (table 5 and fig. 3). As we 
previously noted, serum titers of patients with coccidioidal —~—~—nn 
meni sit] i ee 2 atie i . it: ’ COMBINED 709 23 Z = 59 
ngitis lie between those of patients with solitary SINGLE EXTRA PULMONARY LESIONS OTHER THAN MENINGITIS 
lesions and those with extensive lesions. Some patients ! a 93 
eS ae cueaiae : ' 2 Vb 7S 
with coccidioidal meningitis have only the single menin- COMBINED 14ip . a es 
geal extrapulmonary lesion, while others have many — MENINGITIS - 
¢ 62 
abscesses. 2 68 14 
) ‘ . : , COMBINED 136] _ ——- — 4 5! 
Inspection of table 5 and the diagrammatic compari- EXTENSIVE DISSEMINATED LESIONS OTHER THAN weNincITIS 
son of the “critical titers” seen in figure 4 reveals that _— z—* 
" in the second series there is a slight shift in the direction COMBINED 291| 7 
of 2 . ° e . 4 ° : ° . .¢: : “= 
a higher titer among all categories of infections. This Pig. 4.—lascomenge Of mmandined tera there 4f comotemest Gixetion ae 
may well result from two differences. In the first series higher than 1:16 (“critical titer”) in various types of coc idividal diseases 
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SEROLOGIC FINDINGS IN SPINAL FLUID 

In our original series, 38 patients with coccidioidal 
meningitis had simultaneous tests of serum and spinal 
fluid. In 79% of the patients for whom spinal specimens 
were sent, the spinal fluid fixed complement (none show- 
ing precipitins ). In the new group, 54 had simultaneous 
tests of spinal fluid and serum, and in 74% of these pa- 
tients with coccidioidal meningitis, spinal fluid fixed com- 
plement. Thus in 70, or 76% of the 92 patients, the spinal 
fluids fixed complement. One spinal fluid also had pre- 
cipitins. In the combined group the spinal fluid fixed 
complement on an average of two serial dilutions lower 
than did the serum. However, in six instances the titers 
were the same, and in four the spinal fluid fixed comple- 
ment one serial dilution higher. Experience has ruled out 
the possibility of the passage of the diagnostic humoral 
antibodies through the blood-brain barrier into the spinal 
fluids. We now have the records of 16 patients without 
meningitis who had positive coccidioidal serologic tests 
and whose spinal fluid did not fix complement. In two 
the serum titer was 1:2, in three it was 1:4, in two it 
was 1:32, and in nine it was over 1:32. Thus complete 
fixation of complement by spinal fluid is diagnostic of 
coccidioidal meningitis. 


TRANSFER OF HUMORAL ANTIBODIES THROUGH 
THE PLACENTA 
We previously reported on four cord bloods that 
fixed complement, three at the same titer as the mother’s 
and one at one serial dilution less. In our present group 
we had two more positive cord bloods. In both, the 
mothers had disseminating infections, and their serums 
fixed complement in a 1:32 dilution. One cord blood 
fixed complement at 1:16 dilution. In the second, the 
titer was the same. However, five months later, when the 
mother’s serum still fixed complement at 1:32, the baby’s 
titer had fallen to 1:4. In no instance has congenital coc- 
cidioidomycosis been established. 


SUMMARY AND CONCLUSIONS 

Experience with a second series (18,500) of coc- 
cidioidal serologic tests confirms the findings in the initial 
21,000. In both series simultaneous precipitin and com- 
plement-fixation tests appeared to be specific except for 
occasional, inconsistent cross reactions with the other 
deep mycoses of histoplasmosis and, possibly, blasto- 
mycosis. While mild coccidioidal infections may escape 
serologic diagnosis, less than 0.5% of disseminated in- 
fections are missed. The tests have limited value in pa- 
tients with asymptomatic pulmonary coccidioidal residual 
lesions. Diagnostic if positive, they do not exclude the 
diagnosis if they are negative. Overnight 4 C binding of 
complement apparently is more sensitive than is binding 
at 37 C for two hours. 


Precipitins appear early and are more transient than 
complement-fixing antibodies. Conversions from nega- 
tive to positive precipitins occasionally occur in the sec- 
ond month of illness, but reversions begin in the third 
week. Conversions of complement fixation continue for 
three months, and a few reversions begin by the second 
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month. Precipitins have limited use in diagnosis five 
months after infection is acquired. Frequently they are 
necessary in the diagnosis of primary nondisseminating 
infection. Even in clinically manifest primary coccidioidal 
infections, one-third of the diagnoses can be established 
serologically only by precipitin tests. However, precipitins 
are rarely the sole serologic basis for diagnosis of dis- 
seminating infections and virtually never for diagnosis 
of coccidioidal pulmonary residuals with or without cavi- 
tation. The additional series reemphasizes the impor- 
tance of screening patients with suspected primary non- 
disseminating infections by means of the coccidioidin 
skin test before resorting to serologic tests. 

The titer of the complement fixation rises with the 
severity of the infection. When a critical titer is reached, 
the level of which depends upon the technique used and 
which by our method has been 1: 16 to 1:32, one becomes 
increasingly apprehensive of dissemination. Thus, the 
complement-fixing serum titers of 1:16 were exceeded 
in less than one-tenth of over 3,000 patients with primary 
nondisseminating infections. The maximal serum titers 
of three-fifths of over 700 patients with dissemination 
and five-sixths of nearly 300 with extensive dissemina- 
tions other than meningitis exceeded 1:16. Regression 
of titer has been reassuring prognostically. 


Complete fixation of complement by spinal fluid is 
diagnostic of coccidioidal meningitis. Such complement 
fixation occurs in three-quarters of those with coccidioidal 
meningitis, usually one or two serial dilutions lower than 
by serum. In six cases passive transfer of maternal com- 
plement-fixing antibodies was noted in cord blood. 





Spiramycin is (1) quite effective in vitro against the com- 
monly encountered Gram-positive bacteria, (2) well tolerated 
and well absorbed when given orally, and (3) clinically effective 
in the treatment of bacterial pneumonia. Of particular interest 
was the fact that, with staphylococci, there was little if any cross 
resistance between spiramycin, erythromycin, and _ penicillin. 
Most of the penicillin- and erythromycin-resistant strains were 
sensitive to spiramycin, suggesting that this antibiotic may be a 
useful agent in the treatment of infections caused by antibiotic- 
resistant staphylococci. With spiramycin, however, the relation- 
ship between inhibitory concentrations in vitro and blood levels 
obtained in the patient is less favorable than with erythromycin 
and penicillin. A few staphylococci were inhibited in vitro by 1 
gamma per milliliter of spiramycin, but the great majority re- 
quired 5 gamma or 10 gamma per milliliter. When spiramycin 
was administered in doses of 4 gm. daily, blood levels of spira- 
mycin varied from 1 gamma to 7 gamma per milliliter. It is 
apparent, therefore, that concentrations in the patient’s serum 
may often be lower than those required to inhibit staphylococci 
in the test tube. Erythromycin, when given in doses only half as 
large (2 gm. daily), produces blood levels roughly the same as 
those obtained with spiramycin. Sensitive staphylococci are 
usually inhibited in vitro by 1 gamma per milliliter or less of 
erythromycin. No patients with staphylococcal infections were 
treated in the present study. The serum concentrations of spifa- 
mycin which are readily attained in the patient are at least 10 
times as great as the concentrations required to inhibit pneumo- 
cocci in vitro. The favorable clinical results obtained in patients 
with bacterial pneumonia are therefore not surprising.—D. G. 
Hudson, M.D., G. M. Yoshihara, M.S., and W. M. M. kirby, 
M.D., Seattle, Spiramycin, A. M. A. Archives of Internal Medi- 
cine, January, 1956. 
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HEALING OF CLEAN SURGICAL WOUNDS OF THORAX 
WITH OR WITHOUT DRESSINGS 






AND ABDOMEN 


Louis T. Palumbo, M.D., Philip J. Monnig, M.D. 


Dudley E. Wilkinson 


In these days of increased activities, shortages in 
trained professional personnel, increasing living and hos- 
pital costs, and need for economies, it is necessary to de- 
velop and place in operation any method or plan that 
will be beneficial to the patient, to the hospital, and to 
the trained personnel required in the direct care and 
management of surgical patients. With these factors in 
mind, we have recently adopted several new policies on 
our service, one of which is the postoperative care of 
clean surgical wounds without the use of surgical dress- 
ings. The safety of such a policy of nondressing of a 
clean surgical wound has been reported and sporadically 
adopted in several areas in this country and abroad.' 
Berkeley and Bonney, before 1920, had given up all 
dressings for clean gynecologic abdominal wounds.’* 
The experience of these several investigators has shown 
that the wound healed as rapidly and with less chance 
for complications than when surgical dressings were 
used. Likewise, it has been shown experimentally that 
the fresh clean wound margins are sealed in a matter of 
hours following suturing; that the serum agglutination 
of the wound margins provides a favorable barrier to 
any outside contaminant. Also, that a wound of this 
type exposed to the air is less likely to become moist, 
which when this occurs is a nidus for debris and bacteria 
to accumulate under the surgical dressing. These may 
lead to the increased chances for stitch abscesses, serum 
accumulation, and local inflammation at wound margins. 


MATERIAL AND FINDINGS 

Beginning in June, 1954, we conducted a study of 211 
consecutive patients with 222 clean surgical wounds of 
the abdomen and/or thorax. Of this number, 106 pa- 
tients with 111 wounds were treated without surgical 
dressings and 105 patients with 111 wounds were 
treated with surgical dressings. The program consisted 
of alternating consecutive patients undergoing major 
surgery through an abdominal or thoracic wound in 
either of the two groups described above. Those wounds 
covered with sterile surgical dressings were managed in 
the same manner as we had handled all wounds of this 
lype prior to this study. In the other group, dressings 
were removed in most cases within 24 hours. 

Age Incidence.—The patients were about equally 
distributed throughout the various age groups. The 
youngest was 21 years of age and the oldest 83. The 
average age in both groups was slightly over 49 years. 
The greatest numbers occurred in the age groups 21 to 
40 years and in 51 to 70 years. This actually coincides 
with the average age groups of the veteran population 
of the various wars. 

Location and Types of Wounds.—The wounds in- 
cluded a variety of types: those of the abdominal wall, 
inguinal region, and thorax. The various types were well 
fepresented in both groups studied, as noted in table 1. 
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¢ The need for sterile dressings over clean surgical 
wounds has been questioned in the past. In the 
present series of over 200 clean wounds after ab- 
dominal or thoracic surgery, half were kept covered 
with dressings up to the eight!: day. The others were 
uncovered early, some within 6 hours and all within 
48 hours. 

In the two groups, the type and frequency of 
complications were almost identical. The four cases 
in which abscesses developed were explained by pre- 
disposing conditions rather than by surface con- 
tamination, and the only instances of dehiscence 
occurred in the group with dressings. The wounds 
without dressings appeared to heal faster and with 
less inflammation; there was no irritation by ad- 
hesive tape, and the saving of time and materials 
was evident. 





Wound and Skin Sutures.—Wounds were closed in 
layers, with use of silk in 82% of the cases, wire in 14%, 
and catgut or cotton in 4%. This ratio was maintained 
for the suture material used both in the skin and all of 
the underlying layers of the abdominal or thoracic wail. 

Surgical Procedures Performed.—The group included 
patients with a variety of diseases and conditions requir- 
ing major surgery. These are listed in table 2. In all pa 
tients requiring drainage of the peritoneal cavity, T-tube 
drainage of the common duct, or tube drainage of the 
pleural cavity, the drainage was provided through a stab 
wound, and in no cases was drainage provided for 
through the original wounds. (Adequate dressings are 
provided about the drainage site only. ) 

Ambulation.—Over 90% of the patients were ambu- 
latory on the first day (the day of surgery) (table 3). 
In both series (with and without dressings) all patients 
were ambulatory by the seventh day. In two cases (in 
group with wound dressings) wound dehiscence oc- 
curred on the second and fourth postoperative days. 
The wounds were resutured with wire and the patients 
were ambulatory on the ninth day. 

Sutures Removed.—lIn over 75% of the cases in both 
series the skin sutures were removed by the seventh day. 
In 20% of the cases the skin sutures were removed be- 
tween the 8th and 13th postoperative days. In 32% the 
skin sutures were removed before the seventh day. 

Management of Wound Dressings.—During the pe- 
riod of this study the group of patients who had sterile 





From the Department of Surgery, Veterans Administration Hospital 
1. (a) Berkeley, C., and Bonney V Textbook of Gynaecological 
Surgery, ed. 4, New York, Paul B. Hoeber, Inc., 1943, p. 25. (h) Heifetz, 
C. J.; Richards, F. O., and Lawrence, M. S.: Wound Healing Without 
Dressings: Clinical Study, A.M.A. Arch. Surg. 67:661 (Nov.) 1953 
(c) Kleitsch, W. P., and Reiser, H. G.: Onen Treatment of Surgical 
Wounds, Am. J. Surg. 88: 609, 1954. (d) Mengert, W. I and Hermes, 
L.: Simplified Gynecologic Care, Am. J. Obst. & Gynec. 58: 1109, 
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dressings applied to their wounds were treated in the 
same routine manner as prior to the institution of this 
study. Clean, sterile dressings were placed over the 
wounds and held in place with adhesive tape. These 
were just adequate in size and number to cover the 


TABLE 1.—Types of Wounds 


No. of Patients 


t eres nin, 
Witbout With 
Type Dressings Dressings 
Inguinal, oblique, hernioplasty............. $1 34 
Thoracic, anterior, lateral, or posterior... 10 9 
Subeostal, biliary surgery.................. 11 ll 
YC ahra evade da sewdacessecumndesswacs 13 9 
EDISAStTie, TLAMBVETEC. o..cccccccccccccccccece 15 17 
Transverse, midabdominal.................. 18 7 
Transverse, infraumbilical................... 1 8 
I eis ha ie al on ota e's 6 aise Geel 2 16 
NE Fae cdekdekapebdicades ean dhe 11] 111 


wounds properly; they were held in place with a few 
narrow strips of adhesive tape. These dressings were 
changed as needed and in 90% of the patients were re- 
moved and left off of the wounds by the eighth day, 
whereas, in the other group of patients, in 98% the dress- 
ings were completely removed (the wound left unpro- 
tected by any dressings) within 24 hours after surgery. 
Of these 111 patients, dressings were removed from 27 
in the first 6 hours after surgery, from 22 in the 7th to 
12th hour, from 2 in the 13th to 18th hour, from 57 in 
the 19th to 24th hour, from one in the 25th to 36th hour, 
and from 2 in the 37th to 48th hour. No dressings were 
used after 48 hours in the one group; whereas in the 
other the wounds were covered by dressings in 93% of 
the cases up to the eighth day. In the remaining 7% the 
dressings were removed by the 9th through the 14th day. 
The greatest percentage of dressings was removed by 
the sixth or seventh postoperative day. 

Wound Complications —The complications of the 
wounds per se were minimal and not serious in either 
group. In fact, the incidence and type of complication 


TABLE 2.—Surgical Procedures Performed 


No. of Patients 


A 


~ — 
Without With 
Type Dressings Dressings 
IN, cnc ccnigsameinwrttaveeesetesses 14 10 
Cardiopulmonary surgery..................s 1 it) 
Cholecystectomy and appendectomy....... 5 s 
Cholecystectomy and choledochostomy.... 2 1 
Closure, perforated peptic uleer............ 2 
SERIES Rene eee ae Se ee 0 Ss 
Exploratory laparotomy and/or pelvie 
surgery and miscellaneous................ 7 13 
Hernioplasty, epigastric or incision........ 1 2 
PEOUMIOMINSCY, THBGIHIAL..........ccccccccccceccess 42 34 
Partial gastrectomy with or without 
ee Ios cond ssc rack bus veteserennce 12 13 
Small intestine surgery............ccccecece 2 2 
Sympathectomy, dorsal or lumbar......... 1) 6 
TRPTONIOCCOMS,, POTUAL. .o6i sss ccecccccsccces 0 3 
Vena cava ligation or other vascular sur- 
BE Stee R edhe dedd ian tocecenddideeaeencerceee 3 0 
Es bo Searels es 111 111 


were almost identical, as shown in table 4. Several of 
the wound complications are common to both groups 
and are not necessarily a result of the method of post- 
operative wound care. The abscesses in both series were 
a result of contamination that followed in those cases in 





J.A.M.A., Fe, 18, 19% 


whom ordinarily the underlying pathology \ ould Cause 
wound infections. The hematoma and oozin» from ;}, 
wound are recurring problems in either group and i, 
ally reflect error in technique of hemostasis. The higher 
incidence of dehiscence than usually found in our Die- 
vious patients is due to a peculiar group of circumstances 
in each case in which complicated intraperitoneal sy. 
gical problems associated with peritonitis due to previoys 
perforation of a viscus and/or multiple interintestina| 
abscesses existed. 
COMMENT 

A careful appraisal of the results of this study ha 
impressed us with the logic and feasibility of such 4 pre. 
gram for wide-scale and general countrywide use. | 
fact, we have adopted a nonsurgical dressing of a 


TABLE 3.—Day of Ambulation 


No. of Patients 


EE = —_ 
Without With 
Day Dressings Dressings 
RE Dictridia Nias aca patil es ech abe eda ead ea 9S my 
PENCE uid auss-c dea k ad pons Obed th aca 5 1 
eee rye Fee Cr PLE a ee 3 
athe vedic isos bw ch eee a bentwaseeawanedan 1 
Pitisdcca cnaenasTewinedousb chins dncotecescacion 0 ( 
ctueaukes boeieti ae ss evan eciaduseseeaeie 2 4 
Wass sadn bees oumawanee tan sawedevesssaueents 1 3 
5 ee ee ee Ne Nee Re eee l 
A NE ee eee EMS Be ee ae es ee lll lll 


* Day of operation. 
t Patients died, never ambulatory. 


TABLE 4.—Wound Complications 





Patients 
Sent enn 
Without With 
Dressings Dressings 
QE =." a 
Type No. Go No, % 
I a icin 6 kare ks eWaecien cdtaxnes views 1 0.9 2 18 
BN MINIM 4sticasredd-erc'e omnis woewentasciies 0 awe 1 0.9 
Inflammation of skin margins........... 1 0.9 | 0.9 
IE pee DC as ivi ch Sag cunlexoawewh 1 0.9 1 0.9 
i a a er As eed 0 ; 3 2.7 
Serous drainage............ iipemadeeane 3 2.7 0 
tad st wacupics oes ce enccevadiacd 6 5.4 . 72 


clean surgical wounds as a routine measure on our 
various surgical services. It was the general consensus 
of the staff concerned with the care of these patients 
that with the nondressing of these types of wounds, in 
addition to simplification of wound care and the savings 
in time and money, the wounds appear to heal more 
rapidly and with less reaction than those covered by 
dressings. In no cases, except one, did the patient com 
plain of the skin suture material being irritated by the 
sheets or pajamas. There was no apparent opposition by 
the patients, relatives, or visitors to seeing the incision 
without dressings. In fact, most of the patients wer 
eager to watch their wounds during the healing process 
It was accepted as a routine measure’ without questions 
or doubt. The complications, which are usually common 
to clean surgical wounds, appear to occur less frequently 
and are of a more minor nature in the series 0! wounds 
treated without surgical dressings than in the «roup ™ 
which the wounds are covered with clean, sterile, SU" 
gical dressings. 
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SUMMARY AND CONCLUSIONS 
A siudy of 211 patients with 222 clean major sur- 
sical .ounds of the thorax and abdomen, of which one- 
half were treated by the routine method of clean, sterile, 
surgical dressings and the other half without any dress- 
ings, revealed that the incidence of wound complications 
was no higher in the group in which no dressings were 
used. In fact, the wounds without dressings appear to 
heal more rapidly and with less local inflammatory reac- 
tion. The patients raised no objection to this program 
and even welcomed the opportunity of watching their 
wounds heal. There was no irritation of the wounds by 
the bed covers or pajamas. The inguinal hernioplasty 
wounds healed as readily, without complications, as 
wounds in other areas of the abdomen. The convenience, 
the savings in surgical dressing costs, the saving of time 
of the professional personnel in wound care, the elimina- 
tion of cumbersome dressings, and the absence of ad- 
hesive tape irritation are all important considerations in 
the adoption of a program in which no dressings are used 
for clean surgical wounds. 





CLINICAL NOTES 








BRONCHOLITHIASIS, A NEGLECTED CAUSE 
OF BRONCHOESOPHAGEAL FISTULA 


Edgar W. Davis, M.D. 

Sol Katz, M.D. 

and 

J, Winthrop Peabody Jr., M.D., Washington, D. C. 


Acquired fistulous communications between the 
esophagus and tracheobronchial tree are generally 
thought of as rare and incurable, an impression not al- 
together inappropriate considering that most such fistu- 
las result from carcinoma and are indeed hopeless le- 
sions. A small but salvagable proportion, however, are 
of nonmalignant origin, and care must be taken that 
this group not be mistakenly consigned to the hopeless 
category, when it is in reality amenable to surgical 
correction. Too often, unfortunately, the surgical impli- 
cations of such a fistula, though obvious enough to 
thoracic surgeons, are not commonly appreciated by 
others, who are apt to be dissuaded by reports of but 





: From the departments of thoracic surgery and medicine, Georgetown 
University School of Medicine. 
Bosna”), Coleman, F. P., and Bunch, G. H., Jr.: Acquired Nonmalignant 
sphagotracheobronchial Fistula, J. Thoracic Surg. 19: 542, 1950. () 
tllins, R. B.: Medical Progress: Acquired Fistula Between the Esophagus 
and the Respiratory Tract: Report of a Case, Review of the Literature 
~. Discussion of the Pathogenesis, New England J. Med. 246: 896, 
a * Gay, B. eS. Esophageal Perforations: Review of Etiology 
1952 a Case Presentations, Am. J. Roentgenol. 68: 183, 
— (d) De Bakey, M. E., and Heaney, J. P.: Tracheo-Esophageal Fistula 
P Any Nonpenetrating Injury, Am. Surgeon 19:97, 1953. (e) Hughes 
br no IE oy and Fox, J. R., Jr.: Acquired Nonmalignant Esophagotracheo- 
anal Fistula, J. Thoracic Surg. 27: 384, 1954. (f) Volk, H.: Storey, 
Pc and Marrangoni, A. G.: Tracheo-Esophageal Fistula Due to Blast 
jury, Ann, Surg. 141: 98, 1955. 
ema Maier, H. C.: Esophagobronchial Fistula Associated with Severe 
Tube “ ages Treated by Surgical Excision and Lobectomy, Am. Rev 
ho 63: 220, 1951. (b) Kidd, H. M., and Christopherson, FE 
1 a ithiasis and Broncho-Oesophageal Fistula, Canad. M. A. J. 64: 
“ 1921. (c) Sweet, R. H.: Thoracic Surgery, Philadelphia, W. B. Saun- 
ders C npany, 1950, p. 237. 
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25 cases successfully treated by a transthoracic division 
and suture technique.‘ That this astonishingly small 
figure provides no true index of the relative merits of 
Surgery is suitably illustrated by the following case, 
which exemplifies as an incidental, but to us extremely 
pertinent, feature, how important may be an eroding 
broncholith in the etiology of this condition. With few 
exceptions * this mechanism has received scant atten 
tion in the literature. 


REPORT OF A CASI 


A 47-year-old woman was well until November, 1953, when 
she developed a productive cough accompanied by pleuritic pain 
over the right lower chest. Chest roentgenograms revealed a 
pneumonic infiltration in the right lower lobe. With antibiotc 
therapy her symptoms gradually subsided, and within several 
weeks she returned to work. In January, 1954, she began cough 
ing up a large quantity of frothy fluid resembling saliva, espe 


~ 





Fig. 1.—Chest roentgenogram showing the rye mass f ified 
lymph nodes in the right hilus. On lateral view tt loifi node ay 
just anterior to the esophagus 


cially at night when she was lying down. Within a month she 
had begun to cough up whatever liquids she would drink and 
soon thereafter began to cough up solid foods as well. Although 
her appetite remained good, she was afraid to eat because of 
the paroxysms of coughing that invariably followed. Due to the 
increasing severity and productivity of cough she was referred 
to Us. 

She appeared to be a well-developed, fairly well-nourished 
woman whose significant physical findings were restricted to a 
very loud inspiratory and expiratory wheeze involving not only 
the right but to a lesser extent also the left side of the chest 
There was no clubbing of the fingertips and no cyanosis. Initial 
impression was that the patient had a tracheoesophageal fistula 
When questioned as to the possibility of having expectorated 
broncholiths, she recalled that on several occasions she had 
coughed up some “stones,” the most recent occasion having been 
in December, 1953. Chest roentgenograms disclosed a large 
mass of calcified lymph nodes near the origin of the right middle 
lobe bronchus (fig. 1). In the lateral projection the calcific 
deposit was found to lie just anterior to the esophagus. A review 
of old x-rays, including a barium swallow, showed a traction 
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diverticulum of the esophagus about 1 cm. in diameter lying 


in close proximity to the right stem bronchus (fig. 2). Lateral 
films following the ingestion of barium demonstrated the pres- 
ence of barium in both the esophagus and the trachea (fig. 3). 
Afier passing a catheter into the esophagus and introducing 
chloriodized oil (lodochlorol), the fistula was visualized in the 
midesophagus. When fluids were introduced with the catheter 
at this level, the patient coughed violently and blew air through 
the catheter. 





, Fig. 2.—Esophagram obtained after barium swallow. A 1 cm. traction 
diverticulum can be seen in the midesophagus extending toward the mass 
of calcified nodes. 


The patient was admitted to the hospital and maintained with 
high-caloric alimentation via an intragastric tube in preparation 
for thoracotomy. On May 28, 1954, with the patient under 
anesthesia maintained by endotracheally given cyclopropane- 
oxygen-ether, the bronchoesophageal fistula was successfully 
closed. The right pleural space was entered through a curving 
posterolateral thoracotomy incision passing through the bed of 
the subperiosteally excised sixth rib. Because of dense adhesions 
between the lower and middle lobes and the chest wall the lung 
was mobilized with difficulty. After incising the posterior medi- 
astinal pleura the esophagus was identified and isolated. To 
facilitate exposure the communicating branch of the azygos vein 
was then doubly ligated and divided between ligatures. Sub- 
sequent dissection exposed the entire posterolateral surface of 
the esophagus, but the anterior surface was found to be inti- 
mately atiached to the right main stem bronchus. By gradually 
freeing the esophagus anteriorly it was possible to isolate it above 
and below the right stem bronchus, at which level a traction 
diverticulum was encountered interconnecting the posterior 
membranous wall of the right stem bronchus with the esophagus. 
The fistulous tract was freed with difficulty. It measured ap- 
proximaiely | cm. both in diameter and length. After application 
of clamps the fistula was divided and both openings were 
separately sutured with interrupted fine black silk sutures; care 
was taken to approximate mucosa to mucosa. The mediastinal 
pleura was then loosely closed except at the inferior margin, 
where it was left open for drainage. A water-sealed drain was 
established, and the chest wall was then closed in the usual 
manner. Recovery was uneventful. A postoperative broncho- 
gram revealed no evidence of bronchiectasis, and the patient has 
remained well. 





3. Jenkinson, D. L., and Bate, L. C.: Esophagobronchial Fistula 
Through an Esophageal Diverticulum: Report of a Case with Treatment 
by Cauterization, Am. J. Roentgenol. 60: 236, 1951. 
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COMMENT 


Broncholithiasis is rarely thought of as a cause oj 
tracheoesophageal fistula. In fact, most papers on the 
subject of acquired nonmalignant fistulas virtually ignore 
this possibility, and on at least ome occasion the cause of 
an acquired bronchoesopkageal fistula was attributed 
to a traction diverticulum of the esophagus, even thouvh 
the patient had coughed up broncholiths.* Inasmuch as 
most esophageal diverticula are the result of periesopha- 
geal inflammation secondary to chronic mediastinal 
lymphadenitis, it would seem that subsequent develop. 
ment of an esophagobronchial fistula might be more 
appropriately attributed to the lymphadenitis than to the 
diverticulum per se. This line of reasoning would ap- 
pear particularly apt if the contiguous nodes were cal- 
careous, and almost inescapable if there was a history 
of expectorating broncholiths. Were detailed histories 
available, probably others among the 12 cases of esoph- 
agotracheobronchial fistulas ascribed to diverticula " 
would prove to be of broncholithic origin. Moreover, it 
could be argued that only broncholithic erosion would 
account for the fact that bronchoesophageal fistulas 
occur twice as often on the right as on the left, a distribu- 
tion contrary to what would be expected from the closer 
proximity between the left stem bronchus and the esoph- 
agus but analogous to the more common location of a 
calcified lymph node complex on the right. In any event, 
patients suspected of having a fistulous communication 
between the esophagus and tracheobronchial tree should 





Fig. 3.—Lateral roentgenogram after the ingestion of barium dem- 
onstrating radiopaque material in the trachea as well as the esophagus 


be investigated for historic or radiographic evidence 0! 
broncholithiasis before attributing their debilitated state 
to inoperable carcinoma. 

The usual clinical and radiographic findings in ac- 
quired tracheobronchioesophageal fistula are well de- 
picted by this case. When the fistulous tract is small, 
however, the correct diagnosis may not be so quickly 
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suspected. Coleman and Bunch ™ reported four patients 
who were under observation for periods ranging from 
10 months to eight years before the correct diagnosis 
was established. 

The site, size, and upward or downward course of the 
fistula will determine the symptomatology. The classic 
complaint is that of a strangling sensation following the 
ingestion of liquids and, in many cases, although not 
necessarily, after swallowing food. After a distinct but 
momentary hiatus, severe paroxysmal coughing ensues 
and the ingested material may be expectorated. As a re- 
sult of tracheobronchial contamination, these patients 
eventually develop recurrent bouts of pneumonitis, and 
the cough may then be unrelated to the ingestion of 
fluids. Rarely do they maintain an adequate state of nu- 
trition. Hemoptyses occur and may result from second- 
ary pulmonary infection as well as broncholithic ero- 
sion.** Occasionally such hemoptysis has proved fatal.‘ 

The introduction of radiopaque material, preferably 
iodized oil, into the esophagus ordinarily delineates 
these fistulas effectively. Esophagoscopy will usually 
disclose the fistulous opening on the anterolateral wall of 
the esophagus, but when the orifice is small or slit-like 
it may be overlooked. Bronchoscopy may be of value in 
confirming the diagnosis, but, again, when the fistula is 
small or involves a secondary bronchus, it may be im- 
possible to visualize. By introducing methylene blue into 
the esophagus during bronchoscopy the involved seg- 
mental bronchus can sometimes be identified by the 
blue solution welling from its orifice. In general, a fistula 
is best demonstrated by the introduction of iodized oil 
into the esophagus at the level of the fistula, thus pro- 
ducing coughing and providing a bronchogram of sorts. 
Nonvisualization of the fistula may be due to temporary 
occlusion of the tract by edema, inflammation, food 
particles, blood clots, or by failure to place the orifice of 
the fistula in a dependent position. Repeated examina- 
tions in all positions are sometimes necessary, and, even 
if these prove negative, the presence of a fistula is not 
necessarily ruled out. A bronchogram may be helpful 
in ruling out bronchiectasis secondary to bronchial in- 
fection from a long-standing fistula. 


In any patient with an acquired fistula of nonmalignant 
origin between the tracheobronchial tree and the esoph- 
agus the prognosis is poor enough to warrant definitive 
treatment of some sort. Occasionally, a small fistula can 
be closed by cauterization of the esophageal end of the 
fistula with sodium hydroxide crystals. At least four 
reported cures have been achieved by this method.'* 
Even so, it is difficult to conceive how a large, long, or 
epithelialized fistula could be cured by this means. As 
this case illustrates, direct surgical approach with divi- 
sion and suture of the fistulous tract is by no means as 
hazardous as one might be led to believe from the meager 
humber of successfully operated cases reported in the 
literature.’ Certainly in this instance surgical obliteration 
of the fistula was achieved safely and with what appear 
to be permanently satisfactory results. 


SUMMARY 
Broncholithiasis is seldom thought of as a cause of 
acquired nonmalignant fistulas between the esophagus 
and the tracheobronchial tree. It is suggested, however, 
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that careful questioning will prove this etiological mech- 
anism to be an important cause of this uncommon con- 
dition. In an illustrative case surgical closure of the 
fistula was accomplished with relative ease. It would 
appear that in all cases of this sort closure of the fistula 
is imperative and is best achieved by surgical interven 
tion with direct division and suture of the fistulous tract 
1150 Connecticut Ave. (6) (Dr. Davis) 


4. Footnote 1/> and « 


NEOMYCIN NEPHROPATHY 


Leon W. Powell Jr... M.D. 
and 


John W. Hooker, M.D., Danville, Va. 


Neomycin is an antibiotic that is effective against an 
unusually wide variety of both gram-positive and gram- 
negative organisms.' Since its isolation in 1949 from 
a strain of Streptomyces fradiae by Waksman and 
Lechevalier, it has been the subject of many extended 
laboratory and clinical studies... Neomycin has been 
found to be an effective topical agent in the treatment of 
cutaneous bacterial infections." It has also afforded ex- 
cellent results in preoperative preparation of the in- 
testine, since.there is very little absorption of this anti- 
biotic through the gastrointestinal tract.* In addition, it 
has proved effective in stubborn urinary tract infections 
treated for short periods of time by the intramuscular 
route.° However, several clinical studies have shown 
that prolonged parenteral administration of neomycin 
produces definite ototoxic and nephrotoxic effects; hence, 
its parenteral use is not generally recommended. 

Occasionally, however, a patient with a serious infec- 
tion due to an organism not sensitive to other available 
antibiotics may have a satisfactory therapeutic result 
with the parenteral administration of neomycin. In such 
instances, the risk of toxic effects may be justified. For 
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2. (a) Waksman, S. A., and Lechevalier. H. A Neomycin, a New 
Antibiotic Active Against Streptomycin-Resistant Bacteria Including 
Tuberculosis Organisms, Science 109: 305-307 (Manh 25) 1949 ib) 
Duncan, G. G.; Clancy, C. F.; Wolgamot, J. R.. and Beid.eman, B 


Neomycin: Results of Clinical Use in Ten Cases, J. A.M. A. 145: 75-80 
(Jan. 13) 1951. 
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example, Kenoyer and others * were able to clear up a 
case of Pseudomonas endocarditis by intramuscular 
therapy with neomycin. The patient was a 20-year-old 
white man who developed a Pseudomonas infection upon 
an old rheumatic valvulitis. The organism was sensitive 
to neomycin, 5 mcg. per cubic centimeter, but resistant 
to other antibiotics. Neomycin, 0.5 gm. intramuscularly 
every 6 hours, resulted in symptomatic improvement 
within 36 hours, and all further blood cultures were nega- 
tive. Therapy with the drug was discontinued in 14 days 
because of high-frequency hearing loss. In another in- 
stance, Reed and Wellman * reported a case of micro- 
coccic (staphylococcic) endocarditis treated with neo- 
mycin for five weeks. This patient received 0.25 gm. of 
neomycin every six hours for one week and 0.125 gm. 
every six hours for four weeks. There was slight im- 
pairment of hearing after five weeks of therapy, and the 
urine showed a slight trace of albumin and a few casts. 
The patient recovered and had remained well for one 
year. Bendove and Ashe’ used neomycin successfully 
to treat a case of Geotrichum septicemia in a 79-year-old 
diabetic. This patient also developed impaired hearing on 
the 11th day of therapy. The blood culture became sterile 
after 12 days. The blood urea nitrogen level rose to 
34 mg. per 100 cc. on the fourth day of treatment but 
returned to normal after therapy was discontinued. 

The ototoxic effects of prolonged intramuscular ther- 
apy with neomycin are quite alarming; in’ several cases 
permanent deafness has come on suddenly and without 
warning.'’ The nephrotoxic effects, however, often pre- 
sent the warning signs of albuminuria, granular casts, or 
a rise in the blood urea nitrogen level. The changes that 
occur in the urine are usually reversible, and the nephro- 
toxic effects are thought to be transient.’ 

We recently studied a case from the service of Dr. 
R. E. L. McNeely treated with intramuscularly given 
neomycin in which the patient had severe kidney 
damage, apparently not transient and possibly con- 
tributory to the patient’s death. This patient had 
bacterial endocarditis due to a gamma Streptococcus 
sensitive to neomycin but not very sensitive to other 
antibiotics. After prolonged neomycin therapy, this pa- 
tient’s blood stream became sterile, but he subsequently 
died three and one-half months after treatment. Autopsy 
revealed extensive toxic tubular damage in the kidneys. 


REPORT OF A CASE 


A 57-year-old man was admitted to the Memorial Hospital 
Nov. 3, 1953, complaining of shortness of breath for three 
months. The present illness began Aug. 1, 1953, three months 
before admission, when the patient developed dyspnea and pain 
through the chest and down the left arm. Two months before 
admission, his feet and legs began to swell. He also developed 
night sweats and chills. For six or seven weeks before admission, 
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the patient was treated with digitalis. On the day before adm 
sion, he became severely dyspneic and was advised to enter 
hospital. The history revealed no previous serious jj! nesses a 
history of rheumatic fever, allergies, arthritis, or kidney es 
He gave a history of “high blood pressure at times.” He also was 
known to be a chronic heavy drinker. There were no kpoy, 
familial diseases, and a review of systems revealed no Other 
pertinent information. 

Physical examination revealed a well-developed, somewh», 
obese, acutely ill white man, with a temperature of 100 F (37° 
C), pulse 134, respirations 28, and blood pressure 150/60 mp 
Hg. The head and neck were normal; eyes, ears, nose, and thros: 
were normal. The heart was enlarged to percussion and its beats 
were rapid and irregular. The sounds were of poor qu ality, an 
there was a definite to-and-fro murmur along the right Sternal 
border and a systolic murmur at the apex. There was a thri 
over the aortic area and a marked Corrigan pulse. A few rales 
were heard at the lung bases. The liver was palpable 4 finger. 
breadths below the right costal margin but did not pulsate. A 
fluid wave was present over the abdomen, and the ankles were 
edematous. 

On the day of admission, Nov. 3, 1953, the following accessory 
clinical findings were noted: An electrocardiogram showed left 
axis deviation, auricular premature contractions, and T-wave 
changes, with a rate of 120. The changes were interpreted as 
being due to drugs, a toxic state, or possibly coronary artery 
disease. A chest x-ray showed enlargement of the heart and 
increase in lung markings at both bases, while the upper portions 
of both lung fields appeared clear. The hemoglobin level was |3 
gm. per 100 cc., the white blood cell count 12,250 per cubic 
millimeter, and the red blood cell count 4,500,000, with a differ- 
ential of 42 band cells, 48 segmented cells, 7 lymphocytes, ? 
monocytes, and 1 eosinophil. The urine had a specific gravity 
of 1.020 and revealed a trace of albumin, 40 to 50 red blood 
cells, 5 to 6 white blood cells, and a few finely granular and 
coarsely granular casts. A serologic test for syphilis was negative, 

The patient was given oxygen and penicillin and continued on 
digitalis therapy. Quinidine, vitamins, and meperidine (Demerol 
were also given, as well as a salt-free diet. He complained of pain 
in the chest and left arm; later, he became very restless, perspired 
freely, and developed hallucinations. His temperature fluctuated 
between 97 and 101 F (36.1 to 38.3 C) during the first hospital 
week. He remained restless and confused, having a pulse rate of 
110 per minute. The serum urea nitrogen level on Nov. 3, 1953, 
was 10.8 mg. per 100 cc. 

Blood cultures taken Nov. 3 and 4, 1953, both grew out a 
gamma _ Streptococcus slightly sensitive to chloramphenicol 
(Chloromycetin) and inhibited by neomycin sulfate in a concen- 
tration of 0.049 mg. per milliliter. The organism was not sensi- 
tive to other antibiotics. Then, on Nov. 6, 1953, with a diagnosis 
of bacterial endocarditis, the patient was started on neomycin 
sulfate therapy, 0.25 gm. four times a day intramuscularly and 
chloramphenicol, 500 mg. four times a day orally. Penicillin 
therapy was discontinued. A urinalysis on the same day still 
showed less than 10% albumin, a few hyaline and coarsely 
granular casts, 5 to 6 white blood cells, and 6 to 8 red blood 
cells, with a specific gravity of 1.020. The urine showed similar 
findings on Nov. 7, 1953. On Nov. 9, 1953, the hemoglobin level 
was 12 gm. per 100 cc., red blood cell count 3,770,000 per cubic 
millimeter, and white blood cell count 7,250, with a differential 
of 23 band cells, 55 segmented cells, 20 lymphocytes, | eosino- 
phil, and 1 basophil. Daily urine specimens continued to show 
occasional red blood cells and casts. Urine albumin fluctuated 
from 0 to 30 mg. per 100 cc. On Nov. 11, 1953, the patient's 
temperature spiked to 104.8 F (40 C), then resolved slowly, with 
occasional spikes, to normal on Nov. 18. On Nov. 12, again 4 
blood culture grew a gamma Streptococcus that was inhibited 
by 0.098 mg. per milliliter of neomycin. Along with othe! 
medicaments, therapy with fortified Duracillin (penicillin G and 
procaine hydrochloride suspended in sesame oil) was begun 02 
Nov. 16, 1953. The patient slowly improved. His ascites and 
edema receded, and his liver became smaller. On Nov. 24, 1953. 
the patient suddenly became deaf after 19 days of therap) with 
neomycin sulfate, 0.25 gm. four times a day. Therapy wi! drug 
was stopped, and the patient continued to improve but re rained 
deaf. Negative blood cultures were obtained on Nov. 2°, No 
28, and Dec. 3, 1953. The patient continued to have a to-«nd-fr0 
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aurmur, and his urine continued to show occasional casts, 


aort 


red blood cells, and small amounts of albumin. However, he was 

‘shrile and was able to get about. He was discharged Dec. 5, 
1983. io continue on digitalis therapy. On Dec. 12, 1953, a repeat 
' culture was negative. 


afebr 


blood 

At home the patient got along fairly well for about six weeks. 
Then he slowly developed edema of the feet and ankles and 
swelling of the abdomen. About March 4, 1954, the patient be- 
came drowsy and restless. He voided very little after that time. 
Even his face became edematous. He was readmitted to the 
Memorial Hospital on March 7, 1954. Physical examination 
revealed an acutely ill patient with severe anasarca. His heart 
was enlarged, and there were loud systolic and diastolic murmurs 
over the aortic area. The liver was enlarged 4 fingerbreadths be- 
low the right costal margin. There was a fluid wave in the abdo- 
men, and the extremities showed 3-+- pitting edema. The tempera- 
ture was 97 F, blood pressure 134/70 mm. Hg, and pulse 78. He 
was still completely deaf. A urine examination revealed a specific 
eravity of 1.020, 10 mg. per 100 cc. of albumin, 8 to 10 hyaline 
casts, and 8 to 10 red blood cells. The hemoglobin level was 
13.8 gm. per 100 cc., red blood cell count 4,750,000 per cubic 
millimeter, and white blood cell count 12,700, with a normal 
differential. The serum urea nitrogen level was 84 mg. per 100 
cc., while the total serum protein value was 6.5 gm. per 100 cc., 
with albumin 3.7 gm., globulin 2.8 gm., and an albumin-globulin 
ratio of 1.3:1. The patient was continued on digitalis therapy. 
A paracentesis on March 9, 1954, yielded 2,550 cc. of amber 
fluid. Repeated catheterization yielded a total of only 1,260 cc. 
of urine during the entire six days of his last admission, and he 
remained edematous despite supportive and diuretic therapy. He 
continued to be restless, disoriented, and somewhat cyanotic. 
He died on March 13, 1954. The final clinical diagnoses were 
congestive heart failure due to old bacterial endocarditis, anuria, 
and uremia, 

An autopsy was done three hours after death. The external ex- 
amination revealed a large 57-year-old white man with cyanosis 
of the face and neck, 4+ pitting of the lower extremities, and 
ascites. Internal examination revealed 600 cc. of pale amber 
fluid in each pleural cavity, 500 cc. in the pericardial cavity, and 
1,500 cc. in the peritoneal cavity. All serous surfaces were 
smooth. The heart was dilated and hypertrophied and weighed 
680 gm. The coronary arteries were patent, and no areas of 
fibrosis or infarction were seen in the myocardium. The aortic 
valve showed rounded 6 mm. perforations of two cusps—the 
left coronary and the noncoronary. Stringing out from the 
margins of these perforations were two fibrous tags, each 5 mm. 
long, 2 mm. in diameter. A similar tag, which was partly calci- 
fied, trailed from the nodule of Arantius of the left coronary 
cusp. No evidence of active endocarditis was seen. The other 
valves were within normal limits. 

The lungs weighed 250 and 350 gm. The lower lobes were 
atelectatic, and the bronchi contained sour-smelling aspirated 
material. Each kidney weighed 210 gm. The capsules stripped 
with ease. The cortical surfaces were moderately granular, and 
the parenchyma was pale and friable. The liver weighed 1,700 
gm. The external surface of the liver was finely granular, and 
the cut surface showed a typical “nutmeg” pattern. The spleen 
weighed 200 gm. and appeared congested. The other organs were 
of no particular interest. 

Microscopic examination of the aortic valve lesions revealed 
tags of fibrous tissue with irregular “moth-eaten” margins filled 
partly with fibrin, red cells, and a few segmented neutrophils 
Iwo of these tags showed focal calcification. All of the lesions 
Were partially hyalinized and apparently healed. Sections of the 
aortic valve lesions showed no organisms. Sections of the lungs 
revealed prominent areas of focal atelectasis containing hemo- 
siderin-laden macrophages. The liver revealed chronic passive 
congestion and minimal fatty metamorphosis, but no scarring. 
The spleen showed moderate congestion. 

Sections of the kidneys (fig. 1) were quite striking. All the 
tubules revealed extensive granular necrosis of their epithelial 
cells, with sloughing of these cells into tubular lumina. Many 
of the epithelial cells were swollen and contained large vacuoles. 
These changes were most marked in the convoluted tubules, but 
the loops of Henle were also involved. There were some waxy 
‘sts in the collecting tubules. A few glomeruli showed slight 
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endothelial proliferation, but the majority showed no abnor 
mality. Sudan IV stains revealed some sudanophilic material in 
the waxy casts, but the large vacuoles in the tubular epithelial 
cells were negative for fat. Death in this case was ascribed to 
bacterial endocarditis with perforations of aortic valve, con 
gestive heart failure, and severe nephrosis 


COMMENT 


This case illustrates extreme kidney tubular damage 
associated with parenteral therapy with neomycin. The 
drug was administered in divided doses of | gm. per day 
for 19 days and then therapy was discontinued because 
the patient suddenly became deaf. The patient had in- 
termittent episodes of albuminuria and granular casts in 
the urine, but these were difficult to evaluate as they 
were also present before treatment was begun. He died 
three months and 17 days after neomycin therapy was 
discontinued, and the damage to the tubules found at 
autopsy was considered to be at least in part contribu- 





Fig. 1.—Section of kidney showing vacuoles in the tubular epithelial 
cells, granular necrosis, and debris in the tubular lumen ( 100 


tory to his death. This patient was cured of his bacterial 
endocarditis but was left with an incompetent aortic 
valve. He went into congestive heart failure and de- 
veloped a nephrotic-like syndrome with excessive a 
cumulation of fluid, a high serum urea nitrogen level, 
and progressive renal shutdown; there was a terminal 
anuria. It is believed that his cardiac decompensation 
was definitely aggravated by the lesions in the kidneys 
In order to obtain a composite picture of the renal 
lesions, we reviewed the literature for cases treated with 
parenterally given neomycin in which autopsies were 
made. Of 15 such cases found in the literature, only 5 
showed evidence of kidney lesions attributable to neo- 
mycin (table). However, in all of these cases, descrip- 
tions of the lesions were remarkably similar—severe tu- 
bular damage was evident in all. Our case also fitted this 
composite picture, but we were impressed by the large 
size of the vacuoles in the cells of the proximal conyo- 





12. Perry, T. L.: Failure of Neomycin as an Adjuvant to Streptomycin 
in Tuberculous Meningitis, Am. Rev. Tuberc. 65: 325-331 (March) 1952 
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luted tubules (fig. 2). Perry '* described vacuolation in 
two of his three cases. However, his illustrations do not 
show the large prominent vacuoles as seen in our case. 

From the table we can make the following observa- 
tions: |. In all six cases in which tubular damage was 
seen at autopsy, the urine had previously indicated renal 
injury. In only 5 of the 10 cases in which there was no 
tubular damage did the urine indicate kidney injury. 2. 
The shortest course of neomycin therapy after which kid- 
ney tubular damage was found was 17 days; the longest, 
41 days. 3. In three instances of periods of neomycin ad- 
ministration longer than 41 days, no renal tubular dam- 
age was observed. The remaining seven patients show- 
ing no renal injury were treated for less than 17 days. 
4. Our case was the only one in which the kidney tubular 
damage persisted over three months after neomycin ther- 





Fig. 2.—High-power view of kidney section demonstrating the necrosis 
and vacuolation of the tubular epithelium (x 480). 


‘apy. Nevertheless, the renal lesions were essentially the 
same in all six cases. 5. Clinical evidence of nephro- 
toxicity was shown by albuminuria in seven cases; casts, 
usually granular, six cases; and rise in blood urea nitro- 
gen level, three cases. Anuria occurred in two cases. 


It is interesting that neomycin administered subcu- 
taneously to guinea pigs can produce renal damage that 
is focal rather than diffuse as seen in humans. Karlson 
and his associates '* treated 10 guinea pigs with 4,000 to 
16,000 units of neomycin per day for 6 to 30 days. In 
each animal, the kidneys had discrete lesions in the cortex 
showing tubular degeneration and cellular infiltration. 
Structures between the focal damaged areas appeared 
normal. About 10% of the renal cortex appeared in- 
volved. 

In regard to toxic signs during therapy, Waisbren and 
Spink,” in an early clinical appraisal of neomycin, found 

_that the most consistent evidence of renal irritative effect 
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was the presence of fine granular casts in the urine. |p 
their study, 24 of 32 patients with serial urinalyse 
showed fine granular casts in their urine either during 
or just after neomycin therapy. Also, six of nine patients 
without albuminuria prior to neomycin therapy devel. 
oped a trace to 1+ albuminuria during or immediately 
after treatment. These changes were invariably transient 
and disappeared after cessation of therapy. Elevations 
in blood urea nitrogen levels occasionally occurred but 
were more marked in three patients with previously ele- 
vated levels. In their series, five patients receiving neo- 
mycin were examined at autopsy. Four showed normal 
kidneys, and one showed severe toxic tubular damage 
In life, this patient had shown granular casts, a rise in 
blood urea nitrogen level, and anuria. 

Carr and associates gave six patients with pulmonary 
tuberculosis prolonged parenteral therapy with neomy- 
cin.*” All six developed signs of renal damage that were 
transient. The most impressive case showed a rise in 
blood urea nitrogen level from 26 to 52 mg. per 100 cc. 
and a drop in urea clearance from 65.5 to 15.2 cc. per 
minute. Renal function in this case rapidly returned 
when administration of neomycin was discontinued. In 
one case, the kidneys were studied at autopsy. They re- 
vealed extensive necrosis and sloughing of the tubular 
epithelium of all portions of the nephron. Many of the 
tubules were filled with eosinophilic casts and debris. 
There was slight endothelial proliferation of the glo- 
meruli. 

Perry reported three cases of tuberculous meningitis 
treated unsuccessfully with neomycin.’* At sometime 
during therapy, all three patients showed proteinuria. 
One case also showed granular, waxy, and cellular casts 
in the urine. At postmortem examination, all three ex- 
hibited marked destructive changes in the kidney tubules, 
with extensive necrosis, swelling, and vacuolation of the 
tubular epithelium. The changes were most marked in 
the proximal convoluted tubules. The glomeruli ap- 
peared normal. Kadison and his associates 1° reported 
two cases in which albuminuria appeared when the one- 
hour blood level rose to 40 units per cubic centimeter, 
and they pointed out that this was a toxic level. One of 
their patients had an elevated nonprotein nitrogen value, 
with normal urinary findings; another showed micro- 
scopic hematuria, which disappeared after neomycin 
therapy was stopped. However, since this patient had 
pyelonephritis with vesicle-neck obstruction and was 
given only three days of neomycin therapy, it seems that 
the etiology of the hematuria would be difficult to ascer- 
tain. 

SUMMARY 


In a case of bacterial endocarditis treated with intra- 
muscularly given neomycin the patient died three and 
one-half months after the cessation of therapy, but his 
kidneys revealed severe tubular damage. Five other 
cases are found in the literature in which similar tubular 
lesions were found in the kidneys at autopsy after neo- 
mycin therapy. 

142 S. Main St. (Dr. Powell). 





13. Karlson, A. G.; Gainer, J. H., and Feldman, W. H.: The Effect 
of Neomycin on Tuberculosis in Guinea Pigs Infected with Streptomycin 
Resistant Tubercle Bacilli, Am. Rev. Tuberc. 62: 345-352 (Oct.) 1950 
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Statement of the Council 


The Council has authorized publication of the follow- 
ing statement, 
EUGENE H. STEVENSON, MS. 
Acting Secretary. 


INSTITUTE OF NUTRITION OF CENTRAL 
AMERICA AND PANAMA 


The publication of the second cumulative volume ' of 
reports from the Institute of Nutrition of Central 
America and Panama (INCAP) underscores the im- 
portance of the work of this institute. The concept of 
INCAP was crystallized at the conference on nutrition 
sponsored by the Pan American Sanitary Bureau and 
held in Guatemala City, Feb. 18-20, 1946. Here 
the delegates of the governments of Costa Rica, El Sal- 
vador, Guatemala, Honduras, Nicaragua, and Panama 
subscribed to an agreement for its establishment “. . . 
for the purpose of focusing attention upon the human 
nutrition problems of the countries concerned and with 
the objectives of effectively aiding their solution. .. .” 
On Sept. 15, 1949, the institute was dedicated in Guate- 
mala City, with the governments of El Salvador, Guate- 
mala, and Honduras participating as members. In 1950, 
a basic agreement establishing INCAP for a five year pe- 
riod was signed in Tegucigalpa, and Costa Rica became 
an active member of the institute. Panama became an 
active member in 1951, and Nicaragua completed the 
six country membership in 1954. In 1953, a permanent 
agreement was prepared to be considered by the govern- 
ments; this agreement was ratified in 1954. Important 
financial assistance in the establishment of INCAP has 
been provided by the W. K. Kellogg Foundation and the 
administration of the institute is under the Pan American 
Sanitary Bureau (regional office for the Americas of the 
World Health Organization). 


Since the expansion of the institute was such that by 
1953 it had obviously overgrown the quarters initially 
made available by the government of Guatemala, in 1954 
INCAP moved into a new three-story laboratory building 
provided by Guatemala. This building, one of the most 
beautiful and well-equipped institutes in the world de- 
voted to studies on human nutrition, stands as evidence 
of the effectiveness of proper international cooperation. 


The broad program of INCAP has been directed to- 
ward the definition of the medical nutritional problems 
in the member countries, a study of the foods consumed 
and the composition of these foods, joint investigations 
with agricultural groups aimed at improving the yield and 
quality of foodstuffs available for human consumption, 
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and corrective and educational progress in public health 
nutrition. The impressive list of publications from the 
institute ranges from pamphlets designed for education 
of the lay public to basic experimental studies published 
in both the Spanish and English languages. Excellent col 
lections of these papers are contained in the two supple- 
ments to Boletin de la Oficina sanitaria panamericana for 
1953 * and 1955.’ The latter compilation reports sur 
veys of the status of nutrition in El Salvador and Panama 
as well as dietary studies in Panama, E|l Salvador, Costa 
Rica, and Guatemala. It contains a supplement to the 
previously compiled table? of nutritive values of the 
foods indigenous to Central America and Panama and 
a unique table of the composition of forages for animals, 
which should prove of particular value to agricultural 
groups. Extensive studies of the variation in composi- 
tion among varieties of locally produced beans and maize 
are reported. Finally, an invaluable glossary of the 
names for common foods in each of the six countries ts 
included. 


Particularly noteworthy is another recent review from 
this institute dealing with the problem of nutrition of 
children in Central America and Panama.’ This report 
greatly extends the earlier bulletin‘ on infantile poli- 
carencial syndrome (kwashiorkor) in Central America 
and emphasizes the apparent retardation of growth of 
children in the age range of from 6 months to approxi- 
mately 6 years. This retardation is manifested by slowing 
of bone age development by one to two years in the age 
group of from 1 to 6 years. These and other evidences 
lead to the conclusion that incipient infantile pluricaren- 
cial syndrome (prekwashiorkor) is a recognizable form 
of protein malnutrition and is widespread among the pre- 
school age group. This conclusion is further supported 
by the prevalence of the infantile pluricarencial syn- 
drome in the region. 

These studies exemplify but a portion of the significant 
contributions emanating from INCAP. Much attention 
has been devoted to the prevalent problem of goiter, and 
considerable progress has been made toward instituting 
an effective program of goiter control in the region 
through iodation of salt. 


The countries of Central America and Panama are 
to be congratulated for their farsighted cooperation in 
founding INCAP. The staff, under the leadership of Dr. 
Nevin S. Scrimshaw, is to be commended for its espe- 
cially productive first six years. In addition to building 
a unique regional international institute, contributions 
of highly significant value to the world at large, as well 
as to the INCAP region, have been made. 





1. Publicaciones Cientificas del Instituto de Nutricion de Centro Amér- 
ica y Panama, Bol. Ofic. san. panam., supp. 2, 1955 

2. Publicaciones Cientificas del Instituto de Nutricion de Centro 
América y Panama, Bol. Ofic. san. panam., supp. 1, 1953 

3. Scrimshaw, N. S.; Behar, M.; Pérez, C., and Viteri, F Nutritional 
Problems of Children in Central America and Panama, Pediatrics 16: 
378-397 (Sept.) 1955. 

4. Autret, M., and Behar, M Sindrome Policarencial Infantil 
(Kwashiorkor) and Its Prevention in Central America, FAO Nutritional 
Studies no. 13, Rome, Italy, 1954, p. 81 
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NEW ENGLAND HOSPITAL PLAN FOR 
ALIEN WOMEN PHYSICIANS 


GUEST EDITORIAL 
Carl Bearse, M.D. 


A special program has been inaugurated by the New 
England Hospital, Boston, in the belief that international 
relations as well as the care of patients would be im- 
proved if extra consideration were shown to alien physi- 
cians serving as interns and residents in United States 
hospitals. Since this hospital is staffed entirely by 
women—men being included only on its consulting and 
courtesy stafis—the program was conceived primarily to 
aid foreign women physicians. There are more than 
5,000 alien physicians from 83 different countries now 
in training in the United States. Of these, 12.3% are 
women.? When these physicians return to their home- 
lands, they will come in contact with thousands of their 
countrymen as patients. It is evident, therefore, that 
they possess tremendous potentialities for promoting 
friendship with the United States. 

That such a program should originate at this 93-year- 
old hospital is not surprising. Here was established the 
first school of nursing in the United States. The New 
England Hospital was also the first to admit a Negro 
women for training as a nurse and the first to use visiting 
nurses. The current plan for alien women physicians is 
another pioneer effort, characteristic of this hospital. 

It has been recognized by both governmental and civil- 
ian agencies that the extension of good medical care to 
persons all over the world would be helpful to interna- 
tional relations. As a result, thousands of alien physi- 
cians have been encouraged and assisted to visit the 
United States, today’s medical mecca. At the present 
time, about 60% of the hospitals approved for residen- 
cies and internships by the American Medical Associa- 





Consultant, Department of Surgery, and Advisory Consultant, Depart- 
ment of Education International Program, New England Hospital, Boston. 

1. McCormack, J. E., and Feraru, A.: Alien Interns and Residents in 
the United States, J. A. M. A. 158: 1357-1360 (Aug. 13) 1955. 

2. McCormack, J. E.: The Problem of the Foreign Physician, 
J. A. M. A. 155: 818-823 (June 26) 1954. 
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tion Council on Medical Education and Hospitals have 
alien physicians on their house staffs. These physicians 
constitute up to one-fourth of the total of resident staffs 
on duty in the hospitals of this country. Without the 
services of these physicians, hospitals would have many 
more unfilled positions than they now have (20% resi- 
dencies and 30% internships) .' In fact, many small hos- 
pitals are advertising in foreign medical journals in an 
effort to attract interns and residents.? Properly indoc- 
trinated, these physicians can be of tremendous as- 
sistance in caring for patients, first, in our hospitals and, 
later, in their own countries. 

Wrote Dr. J. E. McCormack: “We should resist every 
effort to exploit foreign physicians who are in this coun- 
try for training. Many foreign interns and residents are 
used in hospitals where they are responsible for menial 
tasks in the care of an inordinately large number of pa- 
tients, in return for which they receive little or no train- 
ing. Even in larger centers there have been isolated in- 
stances where foreign physicians who sought research 
opportunities in this country were actually used as tech- 
nicians. All this is very bad—for international rela- 
tions.” ? 

The New England Hospital plan, on the other hand, 
takes into consideration both the social and psychologi- 
cal needs of foreign physicians, as well as the need for 
medical training. Prior to the training itself, a month’s 
course of indoctrination and orientation is given. Since 
the English of these alien physicians is seldom fluent, 
and they are usually unfamiliar with idioms, they are 
given an intensive course in English. The course stresses 
medical vocabulary and the technical terms for drugs 
and other treatments with which the visitors may be un- 
familiar. In addition, they witness demonstrations of 
medical techniques in use in this country. Thirty-six 
formal lectures in the basic sciences and in the clinical 
application of new therapeutic techniques are given by 
experts in their fields. This additional instruction sup- 
plements usual house-staff activities such as grand 
rounds, clinical and pathological conferences, and jour- 
nal club meetings. Special functions such as teas are 
arranged so that these alien physicians can meet Ameri- 
can business and professional people as well as people 
from their own country. They are also encouraged to 
participate in social activities with students from various 
parts of the world. Tours have been arranged so that 
they may visit art museums, pharmaceutical plants, and 
other places of interest. The staff is also raising $5,000 
for travel subsidies. All these and many other activities 
show the visitors what America in action is really lise. 
It certainly seems that the New England Hospital is ofier- 
ing a constructive program that other hospitals with alicn 
residents and interns would do well to emulate. 
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THE UNVERIFIABLE HYPOTHESIS IN 
Gi NERAL PRACTICE 


\ physician is the better for being able to recognize 
the unverifiable hypothesis when he encounters it. And 
it does turn up every day, to worry the patient and the 
patient's family and friends. Indeed, it must worry 
everyone who deals with problems of sickness and health. 
It may take the form of a question unanswerable because 
it requires One to imagine the opposite of something that 
has already happened. Or it may take the form of a be- 
lief as to what would result if something impossible hap- 
pened in the future. 

The patient undergoing vaccination may wonder, 
“How do I know that I would get smallpox if I were not 
vaccinated?” The parents of a patient with carcinoma of 
the lung may ask, “Would he have escaped this if we had 
punished him when he smoked his first cigarette?” The 
question may take the form of an unspoken thought, as 
when the designer of a new set of psychological tests asks 
himself, “If I could devise a perfect test to eliminate the 
unfit, could I reduce the incidence of neuropsychiatric 
breakdown in combat to zero?” Or it may appear in 
discussions of public health as the question, “How do we 
know when we have prevented something?” 


The unverifiable hypothesis has long been recognized 
by the grammarian, who deals with it under the title “un- 
real conditions” when it occurs in explicit form. In im- 
plicit form it has caused much mischief in philosophy, 
and the need of recognizing it as a trouble-maker in the 
history of human thought was emphasized by John 
Fiske.! It was recognized by a poet in the famous lines 
about the saddest words of tongue or pen. Surviving 
relatives of a patient often torment themselves almost to 
the verge of insanity, wondering whether he might have 
been saved if they had done things differently. When a 
physician finds that his best efforts on behalf of a patient 
have failed, he may still do much for the members of the 
family by recognizing this as one of the things that worry 
them and by comforting them with the assurance that 
they have done all that could be done. 

It is in his way of dealing with the unverifiable hy- 
pothesis that the scientifically trained physician differs so 
fundamentally from the faith healer. The latter assumes 
that if the patient with poliomyelitis had sufficient will- 
power, or sufficient confidence in the healer, he could 
walk. Patients have often been indoctrinated thoroughly 
with this unverifiable belief. It is further inculcated by 
carelessly worded newspaper reports and enthusiastic 
magazine articles crediting some remarkable recovery 
to “sheer will power” or “unshakable faith.” When a 
patient has heard enough of this and has been wrought 
up to a sufficient pitch, there comes a moment of trial. 
If the situation has been misrepresented to him, his fail- 
ure is inevitable. At first he ascribes it to his own inade- 
quacy, and the crisis is one of the most crushing experi- 
ences a human being can have. Later, after a period of 
spiritual anguish, he may reinterpret the experience cor- 
rectly, but it leaves an inextinguishable spark of bitter- 
ness. Whether the healer was sincere but misguided or 
unscrupulous and cruel makes little difference. A person 
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who has been through this experience can scarcely speak 
calmly about faith healers. 

In scientific medicine the unverifiable hypothesis is 
recognized as such. It remains unverified as to the in- 
dividual case. John Doe may ask, “Would I have re- 
covered from my tuberculous meningitis if I had not been 
treated with streptomycin?” The answer is not individual 
but general. It is given in terms of facts accumulated 
by systematic record-keeping in the past. As noted by 
F. H. K. Green ® in a recent discussion of therapeutic 
trials, tuberculous meningitis before the discovery of 
streptomycin was characterized by a “uniformly fatal 
outcome.” So uniformly fatal was the outcome that, in 
the clinical testing of streptomycin for this condition, it 
would have been unnecessary and perhaps unjustifiable 
to insist on contratesting with older, ineffectual methods. 
A more difficult problem arises in the comparison of old 
methods that have been moderately effective with new 
methods that promise better results. Here the mathe- 
matician has come to the aid of the clinician by develop- 
ing the theory of probability. This has become one of 
the most fascinating and important branches of mathe- 
matics. 

Paradoxically, some of the laws of probability are 
among the most inflexible laws of nature. They are ex- 
emplified by the gas laws in chemistry and the mortality 
table in actuarial science. They hold when one is dealing 
with sufficiently large numbers, whether of molecules or 
of people. The statistics gathered from the physician's 
painstaking reports on births, diseases, and death are his 
answer to the difficult question, “Have we prevented any- 
thing?” In this respect, the news from government offices 
and insurance companies is something to fill one with 
joy. Examples are the continued decline in the death 
rate from all forms of tuberculosis * and the astonishing 
improvement shown by recent figures for maternal 
health.‘ 

There is also encouragement in the extent to which 
statisticians are cooperating in the planning of medical 
research. Good textbooks and collections of problems are 
available. In a recent pair of articles, Brian MacMahon * 
has summarized some important statistical methods for 
medical readers, with useful details about the planning 
of therapeutic trials and the analysis of results. Special 
interest now attaches to these methods because of ac- 
cumulating experience with placebos.* The percentage 
of people who react favorably or unfavorably to the ad- 
ministration of supposedly inert substances when given 
as pills or in other medical guises is surprising; only by 
proper planning of research and analysis of results can 
the influence of the “placebo reactor” be eliminated. 
That this is being done to an increasing extent is one of 
the most encouraging signs of the times. 





1. Fiske, J.: Outlines of Cosmic Philosophy, ed. 10, Boston, Houghton, 
Mifflin and Company, 1889, p. 130. 

2. Green, F. H. K.: The Clinical Evaluation of Remedies (Bradshaw 
lecture), Lancet 2: 1085-1091 (Nov. 27) 1954 

3. Death Rates per 100,000 Policyholders from Selected Causes, Sta- 
tistical Bulletin, Metropolitan Life Insurance Company 36: 11 (May) 1955 

4. Maternal Mortality, Vital Statistics 42: 269 (Nov. 23) 1955. 

5. MacMahon, B.: Statistical Methods in Medicine: Part 1, New 
England J. Med. 253: 646-652 (Oct. 13) 1955; Part 2, ibid. 252: 688-693 
(Oct. 20) 1955. 

6. Beecher, H. K.: The Powerful Placebo, J. A. M. A. 159: 1602-1606 
(Dec. 24) 1955. , 
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A SURVEY OF COUNTY MEDICAL 
SOCIETY ACTIVITIES 


County medical societies were busier in 1954 and 
1955 than ever before. The American Medical Associa- 
tion’s Council on Medical Service, in a survey of 1,225 
county societies representing more than 130,000 physi- 
cians, found that their activities ranged from the long- 
established scientific meeting to sponsorship of such 
community activities as Little League baseball. There 
appeared to be a growing awareness by all societies— 
both large and small—of the need for them to become 
participants in community activities. 

The Council, in conjunction with the A. M. A.’s De- 
partment of Public Relations, sent questionnaires to 
1,931 county medical societies in the United States and 
its territories, asking about professional, educational, and 
community programs. Nearly 64% of the societies, or 


Replies in Relation to Total County Societies 


Total Total Total 


Estimated Societies Reply- Counties Member- 

Members, No, Societies Replying ing,% Covered ship 
eee 717 366 51 457 3,437 
BP Dicsedesescnsdss 735 441 60 742 10,560 
ee ae ae 209 156 75 296 10,572 
ee eee 127 119 4 204 16,532 
Es busine nedte 4 54 100 83 12,856 
300 and more,....... 89 89 100 106 92,068 
| 1,931 1,225 64 1,888 146,025 


a total of 1,225, answered—an increase of 298 over the 
927 replying to a similar survey in 1953. The increase 
came mainly from smaller societies. Replies were re- 
ceived from every state and Puerto Rico and Hawaii. 
The table shows the number, membership, and county 
coverage of the societies replying. 

Following is a summary of the 1,225 county medical 
societies’ professional, educational, and community ac- 
tivities. 

MEETINGS 

For many years the local society meetings were the 
main way of continuing medical education for the ma- 
jority of physicians. An increase in the number of spe- 
cialty society and postgraduate meetings, the demand for 
more hospital staff conferences, and new techniques in 
medical education have tended to minimize the im- 
portance of the county society meeting; however, more 
than 95% of the societies meet regularly. These meet- 
ings range in frequency from biweekly meetings in some 
of the larger societies to semiannual or annual meetings 
in the smallest societies. The monthly meeting is favored 
by more than two-thirds (844) of the societies. Quar- 
terly meetings are held by 127 societies, and 63 reported 
bimonthly sessions. 

Scientific and business topics occupy the greatest share 
of meeting time, but the socioeconomic aspects of medi- 
cine are becoming increasingly important, with 113 so- 
cieties reporting they devote from 25 to 49% of meeting 
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time to it. Smaller societies generally divide their meet. 
ings equally between business and scientific programs, 
while larger societies give relatively more time to gci- 
entific programs. Social gatherings usually are restricted 
to one or two special meetings a year. A few societies 
arrange their programs so that business, social, and sci- 
entific activities are held on separate occasions. 

Increased attendance during 1954 was noted, particu- 
larly by the larger groups. Attendance increases were 
reported by 592 societies, with no significant change 
noted by 420. The 82 societies with decreased attendance 
were proportionately fewer than in 1953. The average 
attendance at meetings reached its highest percentage in 
the small societies, where the physician usually has only 
one or two organizations competing for his time. Large 
societies, located in urban areas, seldom have more than 
50% attendance. These societies have more difficulty in 
synchronizing nights off, usually have membership 
spread over a large geographic area, and have a larger 
number of hospitals requiring duty. 

The best attendance drawing cards are general surgical 
and medical problems of interest to the entire member- 
ship, while specialty topics are the least popular. Well- 
known speakers from out of town, seminar-type scientific 
programs, socioeconomic topics, and films stimulate at- 
tendance. Additional programs reported as drawing well 
are dinners and other social events, elections, medico- 
legal programs, and public relations. Programs drawing 
the least attendance are society business meetings, sta- 
tistical programs, public health subjects, wire recordings, 
and talks on philosophy and theoretical science. 

In addition to their regular meetings, more than one- 
fourth of the societies sponsor other scientific programs, 
including postgraduate programs, telephone lectures, 
clinical institutes, weekly medical films, pathological, 
surgical, or obstetric conferences, cancer days, special 
lectures, area meetings, and specialty seminars. 


SOCIETY ACTIVITIES 

Medical societies are organized to serve their mem- 
bers, the public, and allied health groups. These groups 
of persons are served usually through standing commit- 
tees. The size of the society determines, in a large meas- 
ure, the extent of the activities in which the society can 
engage. The committee most frequently reported was 
that of public relations, because the field encompasses a 
broad area and is an ever-present challenge to the medi- 
cal profession. Of the 1,225 societies replying to the 
survey, 764 had a public relations committee. All 89 
societies with more than 300 members reported having 
such a committee, as did 95% of the other societies with 
more than 100 members. Although public relations was 
the committee most frequently noted by groups with 
fewer than 100 members, only half of these societies 
have them. 


An ethics committee was reported by 526 medical so- 
cieties. Although it occurs less frequently than the public 
relations committee, it has about the same ratio of dis- 
tribution among membership groups. There are 74 
societies with grievance committees to handle friction 
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that develops between physicians and the public. Of 
these committees, 225 have been organized since 1953, 
which illustrates their growing importance. Three addi- 
tional committees are in the organizational stage. The 
number of societies by size that have grievance commit- 
tees are: 76 societies with fewer than 15 members; 245 
societies with 15 to 49 members; 130 societies with 50 to 
99 members; 113 with 100 to 199 members; 51 with 
200 to 299 members, and 89 with more than 300 mem- 
bers. The problem is handled by the public relations 
committee in 50 of these societies. In other societies, the 
committees have such names as mediation, board of 
censors, censorship, medical jurisprudence, professional 
relations, local health board, malpractice, judicial, com- 
plaints, protest, publicity, fee complaint, and public serv- 
ice committees. A telephone-answering service is an 
organized activity of 335 societies, an increase of 52 over 
the 283 reported in 1953. Both commercial and society- 
owned services are found more frequently in large so- 
cieties, where the need is sufficient to warrant a central- 
ized system. The number of emergency call systems has 
grown from 60 in 1948, when the Council on Medical 
Service first published a report on the system, to 710 
in 1954. Formal plans covering the entire county are 
maintained by 271 societies, while 253 have plans cover- 
ing only immediate urban areas. Lack of a formal plan, 
particularly in the small society, does not necessarily 
mean lack of protection for the patient; it instead may 
mean that members in the society either make them- 
selves available for emergencies at all times or rotate 
their services on an informal basis. 

The involved aspects of the business side of medicine 
have prompted societies, especially in cities, to organize 
medical economic committees to maintain business serv- 
ices for members and the public. Almost half of the 227 
such committees are in societies with more than 100 
members. Only 153 societies have collection bureaus. 
They are usually more prevalent in the larger societies 
and generally are independent commerical enterprises 
rather than agencies owned or sponsored by the society. 

In recent years, there has been considerable interest 
in programs designed to provide financial assistance to 
needy physicians or to their widows and families. The 
survey showed that 147 formal assistance programs are 
in operation. This may be due to the fact that, when a 
Case arises, assistance is on a voluntary and informal 
basis, that financial and organizational difficulties are too 
great, or that there actually is little need for such as- 
sistance. 

There has been almost a 100% increase since 1953 in 
the number of hospital relations committees in groups 
with more than 300 members. Sixty of the 89 societies 
have such committees, which deal with the problems aris- 
ing from the mutual concern of the medical profession 
and hospitals about medical care. The committees are 
becoming more important in large societies, where mem- 
bers may be on the staffs of several hospitals and formal 
committees are necessary to maintain good interstaff 
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relations, as well as to inform the public concerning 
medical-hospital problems. While many small societies 
have such committees, there is probably less need for 
them since the smaller counties have no hospital or only 
one. In many cases, members are on the same hospital 
staff and no formal committee is needed. There are 334 
committees—204 in societies of fewer than 100 mem 
bers. 

One of the newest activities in which medical so- 
cieties engage is the medical audits of hospitals, generally 
a project of hospital and staff. A number of smaller 
county societies are actively supporting the programs 
109 societies with fewer than 100 members have such a 
committee. Liaison committees with voluntary health 
organizations have been organized by 343 societies. The 
greatest number (155) are in societies with more than 
100 members, located in urban areas where voluntary 
health agencies are more numerous. 

Physicians are concerned daily with fighting disease 
and improving community health and welfare. Many 
county medical groups have set up separate standing 
committees to deal with major areas of medical care. 
The committees that occur frequently are rehabilitation, 
geriatrics, chronic illness, maternal and child care, and 
even more frequently, public, school, and mental health 
committees. 

Of the committees devoted to health problems, the 
public health committee is of longest standing and the 
one most frequently established. It is found in almost 
550 of the societies reporting. School health committees, 
which carry on such varied activities as free medical ex- 
aminations and essay contests, number 379. More than 
225 mental health committees function, mainly in large 
cities. The 106 rehabilitation committees cooperate with 
other health and welfare groups in the evaluation and 
treatment of the patient’s physical, psychosocial, and 
vocational problems growing out of illness or injury. 

An important problem confronting the medical pro- 
fession is the treatment of the elderly patient, a likely 
victim of chronic disease. The tremendous rise in the 
number of aged persons in our population is demon- 
strated by the fact that in the last half century the number 
of people in this country 65 years and older has quad- 
rupled, while the general population has only doubled. 
Some medical societies have shown their concern about 
the problem by establishing geriatrics committees. About 
7% (84) of the societies surveyed have such commit- 
tees. Another pressing problem facing the medical pro- 
fession is the care of the chronically ill. One of six per- 
sons eventually will fall into this category. Chronically ill 
persons usually need special rehabilitative training, long- 
term supervision, observation, and care. Seventy-four 
such county society committees exist 

A long-established committee is that of maternal and 
child care. Although no evaluation can be made of the 
contribution of county-level committees on maternal and 
child care to the current lower neonatal death rate, the 
committees’ concern for improved procedures and new 
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medical and surgical techniques has no doubt been of 
value. Replies to the survey show 274 such committees 
in Operation. 

In recent years, the profession has become increasingly 
affected by health legislation measures originating in all 
units of the government. Accordingly, 621 county groups 
have recognized that it is necessary to examine and dis- 
cuss the import of proposed legislation and have set up 
standing legislative committees. Since World War II, a 
large number of societies have had civil defense commit- 
tees. These committees cooperate in local and national 
civil defense projects and often are concerned with 
medical care in peacetime emergencies. More than 600 
groups reported these committees. They were most 
prevalent in societies with more than 100 members 
(80% of them had such committees). 

Graduate education committees are maintained by 182 
societies and federal medical services committees by 143 
societies. In addition, a wide variety of specialized stand- 
ing committees dealing with specific health problems of 
community importance are listed by the societies. Ex- 
amples are: crippled children, conservation of vision, 
hearing, and speech, and alcoholism committees. The 
societies also carry on activities and programs for groups 
of persons associated with them—auxiliaries, medical 
students, interns, residents, and medical assistants. A 
growing number of societies have adopted indoctrination 
programs for new members, and some ask applicants to 
serve probationary periods before accepting them as 
active members. 

SOCIETY PUBLICATIONS 

Society bulletins serve as meeting reminders, records 
of official business, and a way of disseminating scientific 
and socioeconomic information. In this survey, 207 
societies reported publishing bulletins, compared with 
185 in 1953. Of these, 82% are published monthly, 
3% weekly, and 15% have other publication dates, in- 
cluding bimonthly and quarterly. The bulletins range 
from one-page mimeographed letters to full-size maga- 
zines. As a rule they are published by larger societies. 

Only 48 groups reported publishing special public 
relations newsletters or similar material, and they were 
primarily the larger societies. Over half of them are 
published only when the need arises. Thirty-six so- 
cieties include public relations material in their monthly 
bulletins. Of the societies replying, 212 maintain medical 
libraries. As the society grows larger, it is more likely 
to have library facilities. About one-eighth of the so- 
cieties with more than 100 members, nearly one-fifth of 
those with 100 to 199 members, and two-fifths of those 
with 200 or more members have libraries. 


PUBLIC EDUCATION PROGRAMS 


In addition to providing medical services, many so- 
cieties recognize a need to interpret these activities for 
laymen. The speakers bureau, maintained by 240 so- 
cieties, is the most popular method of educating the 
public, since the only equipment needed is the time and 
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speaking talent of the individual physician who donates 
his services. In no other way can more personal contact 
be made between the physician and the public. The num- 
ber of societies with speakers bureaus include the follow- 
ing: 11 societies with fewer than 15 members; 50 with 
15 to 49 members; 39 with 50 to 99 members; 46 with 
100 to 199 members; 21 with 200 to 299 members. and 
73 with 300 or more members. Health forums have the 
advantage of personal contact with the public plus the 
additional merits of presenting different views of the 
subject under discussion. This activity was reported by 
168 societies. 

State and county fair exhibits (131 reported) and 
health days (95 reported) are popular projects for small 
societies. Health fairs are rare because of the detailed 
planning and time needed. Yet 46 societies reported this 
activity. Radio programs are presented under the 
auspices of 207 societies. However, the popularity of 
radio as a health education medium has decreased 
slightly since 1953, perhaps because many societies are 
turning to television—116 programs were reported with 
5 more in the planning stage. In 1953 there were only 
75 television programs in operation. Although two so- 
cieties with fewer than 15 members reported participa- 
tion in television programs, the percentage using tele- 
vision is highest among the societies of more than 300 
members. Almost half of them have some form of medi- 
cal or health television program, either locally sponsored 
and produced, or produced in cooperation with the state 
medical society or the American Medical Association. 

Other methods of public education include sponsor- 
ship of regular health columns or special medical supple- 
ments in local newspapers, press-radio-television con- 
ferences, and participation in “Welcome Wagons” and 
other newcomer services. To help promote better rela- 
tions with the press, some societies have established 
codes of cooperation with the local press. More than 
550 societies, representing groups of all sizes, stated 
they have such agreements and that they are valuable be- 
cause many medical activities are newsworthy and re- 
quire fair, accurate, and intelligent reporting. 


COMMUNITY PROGRAMS 

The county medical society participates, officially and 
unofficially, in many programs sponsored by local and 
state voluntary and governmental agencies. Among these 
programs are those of indigent medical care. Replies 
show that 614 counties have organized some system of 
indigent care. The majority provide care through county 
plans, while 134 work with state or county-state plans. 
In some areas, county physicians provide treatment on a 
salary basis, but in many counties the private physicians 
treat indigents in home or hospital by formal agreement 
with state and county authorities. 

In addition to the formal indigent medical care pr‘o- 
grams carried on with governmental units, societies spon- 
sor their own programs for making adequate medical 
care available to all and easing the financial burder 0! 
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patients. Almost 400 societies replied that they state 
publicly that persons who cannot pay need not go with- 
out the services of a physician. This publicity is dis- 
seminated by word of mouth, newspaper features and 
advertising, pamphlets, telephone directories, radio and 
television programs, emergency call plans, talks to civic 
clubs, and a variety of other methods. The use of average 
or usual fee schedules was reported by 654 societies; 
however, public knowledge of them is not common be- 
cause fewer than 175 are publicized. Although some 
societies have formal budget plan arrangements for pa- 
tients, these plans are quite rare—only 43 were in opera- 
tion among the 1,225 societies answering the survey. 
This figure does not include the budget arrangements 
between individual physicians and their patients. The 
use of medical social service workers, a comparatively 
new project, was noted by 21 societies—11 in societies 
of more than 100 members. 

Disease control programs also are part of the com- 
munity programs. The three major diseases with which 
societies are concerned are cancer, tuberculosis, and 
diabetes. Over 70% of the groups surveyed participate 
in cancer and tuberculosis programs. Diabetes detection 
programs are reported by about 60% of the societies. 
Participation in these programs has increased rapidly 
since 1953. Rheumatic fever control programs are much 
less general, and only 403 societies have them. More 
than 775 societies participate in blood bank plans. 
Venereal disease control programs are carried on by 
445 societies—40% of which are county groups with a 
membership of more than 100. Participation in regular 
health examination programs was reported by 368 so- 
cieties. There is no appreciable difference in the per- 
centage of participation by societies of varying sizes. 


The multiple-screening program, which attempts to 
discover disease while it is still in the asymptomatic stage, 
is still experimental; however, 20 more programs were 
noted than two years ago, an indication that multiphasic 
screening is gradually gaining favor as a medical society 
activity. There were 123 programs reported—91 in so- 
cieties of fewer than 100 members. 


Almost 30% of the societies that returned the ques- 
tionnaires are active in city or county health councils— 
voluntary associations of community agencies banded 
together to promote general good health by coordinating 
their programs. Nearly twice as many county health 
councils are reported as city ones. Other community 
Projects are school health programs and safety programs. 
Almost 500 societies listed participation in school health 
activities and 139 noted promotion of safety projects. 
Miscellaneous community programs in which medical 
Societies participate include community chest drives, 
sli:m-clearance programs, vocational guidance, better 
go-ernment movements, mosquito control, and Little 
League baseball sponsorship. 
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SOCIETY PERSONNEL, BUILDINGS, FINANCES 


The activities and responsibilities of county medical 
organizations have increased so greatly, particularly in 
the larger societies, that full-time executive personnel 
is Often needed to help conduct society business. The 
number of societies with lay executives has almost 
doubled since the last survey-—121 societies in 1955, 
compared with 67 in 1953. The greatest number is 
among societies with more than 300 members-—-65% of 
these societies have executive secretaries. Twenty so 
cieties, mainly in societies with more than 300 members, 
reported the employment of additional lay executives 
including One group with only 6 members 

An increasing number of societies maintain their own 
offices. Altogether, 73 societies rent office space and 31 
own their buildings. Of the 31 societies, 17 built head- 
quarters specifically for this purpose. Nine additional 
societies are considering building programs at the present 
time. 

There appears to be a direct relationship between the 
size of the society and the amount of its dues, In the 
higher dues bracket, 57 societies reported dues of more 
than $40 in 1954; 40 of these societies have more than 
100 members. Sixty-eight societies reported dues in that 
bracket in 1955; 43 of these societies have more than 
100 members. The largest number of societies reported 
dues of $5 or less, but about 90% of the societies listing 
such dues have fewer than 100 members. Among the 
societies with more than 100 members, the most com- 
mon amount was between $6 and $10. Eight societies 
reported dues of more than $75 during 1955. Special 
assessments were reported by 294 societies. More than 
three-fourths of these societies have fewer than 100 
members. It appears that special assessments are most 
common in the societies where dues are low or non- 
existent. The assessments vary from less than one dollar 
to more than $100. 

SUMMARY 

Nearly 64% of the county medical societies in the 
United States and its territories replied to a question- 
naire concerning their professional, educational, and 
community programs. Ninety-five per cent of the so- 
cieties replying reported regular meetings during which 
scientific, society business, and socioeconomic programs 
occupied the most time. A wide variety of public and 
professional relations activities, including many special 
committees on health and medical problems, was re- 
ported. Methods of public education include speakers 
bureaus, health forums, fairs and health days, radio and 
television programs, newspaper relations, and school 
programs. Indigent medical care and disease control are 
important facets of the societies’ community programs. 
The increase in the activities of many societies has neces- 
sitated the employment of lay executive personnel and 
the occupancy of their own offices. The size of the so- 
ciety influences the extent of its activities and the amount 
of its dues and special assessments. 
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CALIFORNIA 

Course on Traumatic Conditions.—A course designed for the 
physician in general practice who desires practical instruction 
in the treatment of traumatic conditions will be given Wednesday 
evenings, 7:30-9:30 p. m., beginning March 7 at the Los Angeles 
County General Hospital (tuition, $65). For information write: 
Dr. Phil R. Manning, Director, Medical Extension Education, 
University of Southern California School of Medicine, 2025 
Zonal Ave., Los Angeles 33. 


Meeting on Blood Banks.—The fourth annual meeting of the 
California Blood Bank System will be held Feb. 24-25 at the El 
Cortez Hotel in San Diego, with the San Diego Blood Bank as 
host. The first day will be devoted to technical presentations and 
a panel discussion on national and state blood bank regulations. 
The administrative session and business meeting will occupy the 
second day. Entertainment and sight-seeing tours have also been 
scheduled. Information may be obtained by writing to the 
Central Office, California Blood Bank System, 270 Masonic Ave., 
San Francisco. 


CONNECTICUT 

Conference on Poliomyelitis—A special conference on polio- 
myelitis will be held in connection with the annual alumni day 
program at Yale University School of Medicine, New Haven, 
Feb. 22, 11 a. m., in Fitkin Amphitheater. “Recent Advances 
in Diagnosis” will be presented by Dr. Dorothy M. Horstmann, 
New Haven, and “The Current Story in Vaccination” by Francis 
L. Black, Ph.D., and Dr. John R. Paul, New Haven. Physicians, 
whether alumni or not, are invited to attend this conference. 


Dr. Fulton Honored.—On Jan. 14 Dr. John F. Fulton, Sterling 
Professor of the History of Medicine, Yale University School 
of Medicine, New Haven, was guest of honor at a reception 
attended by more than 100 of his former students and colleagues, 
who came from as far away as Los Angeles and Seattle. A 
bound copy of a special issue of the Yale Journal of Biology 
and Medicine, dedicated to him, was presented by Dr. Vernon 
W. Lippard, dean of the school of medicine. Also presented was 
a silver medal, inscribed: “Physiologist, Teacher, Humanist, 
John Farquhar Fulton, to celebrate 25 years at Yale as Sterling 
Professor of Physiology and the History of Medicine, 1930- 
1955, From his friends.” Following the reception, a dinner 
was held at the Yale medical school. Dr. Fulton, whose pioneer 
work in neurophysiology during the 1920's and 1930’s outlined 
the basic concepts of the workings of the brain and led to the 
development of frontal lobotomy, was a Rhodes scholar at 
Oxford University in England from 1921 to 1923 and a Chris- 
topher Welch scholar there for the next two years. He was an 
associate in neurological surgery at the Peter Bent Brigham 
Hospital in Boston in 1928 and served as a demonstrator in 
physiology and a fellow of Magdalen College at Oxford Univer- 
sity from 1928 to 1930. During World War II he was head 
of the Yale aeromedical research unit that developed a high 
altitude flying suit for pilots and worked on leading physiological 
problems connected with aviation medicine. A bibliography 
listing his 408 publications appears in the special issue of the 
Yale Journal of Biology and Medicine. 


FLORIDA 

Society News.—Newly elected officers of the Greater Miami 
Radiological Society include Dr. Raymond E. Parks, Miami, 
president; Dr. Richard D. Shapiro, Miami Beach, vice-president; 
and Dr. Andre S. Capi, Hollywood, secretary-treasurer. 








Physicians are invited to send to this department items of news of gen- 
eral interest, for example, those relating to society activities, new hospitals, 
education, and public health. Programs should be received at least three 
weeks before the date of meeting. 


Personal.—Dr. Carlos A. P. Lamar of the faculty of the Univer- 
sity of Miami School of Medicine, Coral Gables, addressed the 
Cuban Society of Gastroenterology during the fifth Panamerican 
Congress of Gastroenterology in Havana, Jan. 21-27. on 
“Fractionated Normocaloric Diet Low in Fats and High in 
Sugars in the Management of Hepatic Diseases and Diabetes.” 


Cardiovascular Seminar.—The second annual Seminar on 
Cardiovascular Diseases sponsored by the St. Petersburg Heart 
Association will be held Feb. 25, 1:30 p. m., at the Soreno Hote! 
St. Petersburg. Out-of-state speakers will include: 


Dwight E. Harken, Boston, Surgery of Acquired Valvular Disease. 

Louis N. Katz, Chicago, Pathogenesis of Atherosclerosis. 

R. Bruce Logue, Emory University, Ga., Diagnosis and Treatment of 
Cardiac Emergencies. 

Arthur C. DeGraff, New York, Treatment of Congestive Heart Failure. 


There will be no registration fee. 


GEORGIA 

University News.—Drs. Malcolm M. Hargraves and Robert F. 
Rushmer appeared recently as guest lecturers at the Medical 
College of Georgia, Augusta. Dr. Hargraves, who is a consultant 
in medicine at the Mayo Clinic, Rochester, Minn., discussed 
“Lupus Erythematosus Disseminatus.” Dr. Rushmer, associate 
professor of physiology and biophysics, University of Washing- 
ton School of Medicine, Seattle, visited the department of physi- 
ology at the college, held a conference with the postgraduate 
trainees in cardiovascular research, and gave a lecture on “The 
Regulation of Ventricular Performance.” 


Graduate Assembly in Atlanta.—The Atlanta Postgraduate 
Assembly will convene at the Biltmore Hotel, Feb. 20-22. Two- 
hour round-table luncheon discussions have been scheduled. 
Out-of-state speakers include: Dr. Philip K. Bondy, Wood- 
bridge, Conn.; Dr. Charles C. Harrold, New York; Dr. Theo- 
dore O. Winship, Washington, D. C.; Dr. Willis J. Potts, Oak 
Park, Ill.; Dr. Clyde L. Randall, Buffalo, N. Y.; Dr. Alexander 
D. Langmuir, Atlanta, Ga.; Dr. Jack D. Myers, Pittsburgh; Dr. 
Charles H. Hendricks, Cleveland; Dr. Ralph B. Cloward, Hono- 
lulu, Hawaii; Drs. Arnall Patz and Ivan L. Bennett Jr., Balti- 
more; Dr. Philip Thorek, Chicago; Dr. Samuel Kaplan, Cin- 
cinnati; Dr. Wilburt C. Davison, Durham, N. C.; Dr. Fred J. 
Hedges, Ann Arbor, Mich.; Dr. C. Walton Lillehei, Minneapolis; 
and Dr. George Saslow, Boston. 


ILLINOIS 


Clinics for Crippled Children.—The University of Illinois di- 
vision of services for crippled children has scheduled the follow- 
ing clinics to which any private physician may refer or bring 
children for consultative services: 
Feb. 22, Alton (rheumatic fever), Alton Memorial Hospital; Elgin, 
Sherman Hospital; Springfield (cerebral palsy), Memorial Hospital. 
Feb. 23, Bloomington, a.m. (general), p.m. (cerebral palsy), St. Joseph’s 
Hospital. 

Feb. 24, Chicago Heights (cardiac), St. James Hospital. 

Feb. 28, Effingham (rheumatic fever), St. Anthony’s Emergency Hos- 
pital; Peoria, Children’s Hospital. 


Chicago 

Hektoen Memorial Lecture.—The Hektoen Institute for Medical 
Research of the Cook County Hospital announces that the third 
Dr. Ludvig Hektoen Memorial Lecture, “Our Daily Blood,” will 
be delivered by Dr. John G. Gibson II, research associate in 
medicine, Harvard Medical School, Boston, Feb. 23, 5 p. ™., 
in the amphitheatre of the department of pathology, Cook 
County Hospital, 1825 W. Polk St. 


University News.—Having completed three years of service as 
head of the Lady Hardinge Medical College, Delhi, India, under 
the Point Four Program, Dr. Carroll C. L. Birch has returned 
to her post as professor of internal medicine at the Univers'ly 
of Illinois College of Medicine, Chicago. The Biologi-al 
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Phoiographic Association will meet Feb. 21 in room 106, the 
Dentistry, Medicine, and Pharmacy Building, University of 
Illinois, 1853 W. Polk St., when a film, “Medical Education and 
the Motion Picture,” will be presented by Mr. Ralph Creer, 
Secretary, A. M. A. Committee on Medical Motion Pictures. 


Annual Clinical Conference.—The Chicago Medical Society 
will hold its annual clinical conference Feb. 28-March 2 at the 
Palmer House. Thursday, 4:30 p. m., a panel discussion on what 
is new in medicine and surgery will include antibiotics, obstetrics 
and gynecology, cardiovascular surgery, urology, and pituitary 
adrenal hormones. A panel discussion on gallbladder disease 
will be held Friday, 3:30 p. m. Medical educators from 20 
medical schools will present 36 scientific papers. Speakers from 
other cities include: Drs. H. Marvin Pollard, Edgar A. Kahn, 
James H. Maxwell, and Isadore Lampe, University of Michigan 
Medical School, Ann Arbor; Drs. Edward H. Rynearson, 
Charles W. Mayo, and Louis A. Brunsting, Rochester, Minn.; 
Drs. Osborne A. Brines, Charles G. Johnston, and J. Edward 
Berk, Wayne University College of Medicine, Detroit; Dr. James 
Barrett Brown, Washington University School of Medicine, St. 
Louis; Dr. George M. Haik, Louisiana State University School 
of Medicine, New Orleans; Dr. Edgar Burns, Tulane University 
of Louisiana School of Medicine, New Orleans; Drs. William B. 
Tucker and Jay M. Arena, Duke University School of Medicine, 
Durham, N. C.; Drs. Warren E. Wheeler and Robert M. Zol- 
linger, Ohio State University College of Medicine, Columbus; 
Dr. Robert L. Grissom, University of Nebraska College of 
Medicine, Omaha; Dr. Wesley T. Pommerenke, University of 
Rochester School of Medicine and Dentistry, Rochester, N. Y.; 
Dr. Joseph W. Jailer, Columbia University College of Physicians 
and Surgeons, New York; Drs. John H. Talbott and Paul A. 
Kennedy, University of Buffalo School of Medicine, Buffalo; 
Dr. Samuel S. Sverdlik, St. Vincent’s Hospital, New York; 
and Dr. Francis C. Lowell, Boston University School of 
Medicine, and Dr. Claude E. Welch, Harvard Medical School, 
Boston. Round-table luncheons will be held daily at 12 noon. 


INDIANA 

Personal.—Dr. Milton Schaie, resident physician at the Indiana 
State Sanatorium, Rockville, has been appointed to the staff of 
the American Legion Hospital, Battle Creek, Mich. Dr. 
Ralph W. Taraba, formerly of Burlington, has been appointed 
full-time medical director of the Kokomo plants of Delco Radio 
Division, General Motors Corporation. 





University News.—Dr. William E. Segar, who has been on the 
faculty of the medical service graduate school at the Walter 
Reed center, Washington, D. C., for the past year, has been 
appointed assistant professor of pediatrics at the Indiana Univer- 
sity School of Medicine, Bloomington-Indianapolis. Dr. 
Matthew Winters, member of the faculty of Indiana University 
School of Medicine, Indianapolis, for the past 32 years and 
chairman of the department of pediatrics for 20 years, has 
accepted appointment on the Bloomington campus as a lecturer 
in the department of physiology and part-time physician in the 
university's student health service. He will continue as professor 
of pediatrics. 





IOWA 


Sioux Valley Medical Meeting.—The Sioux Valley Medical 
Association will hold its annual meeting at the Hotel Martin, 
Sioux City, Feb. 21-23. Tuesday will be devoted to medical and 
surgical clinics in Sioux City hospitals. At 7:20 p. m., Fremont 
E. Kelsey, Ph.D., professor of pharmacology, University of 
South Dakota School of Medicine, Vermillion, will discuss 
“Recent Applications of Radioactive Isotopes to Diagnostic 
Problems.” The Wednesday program, which will open with a 
moving picture, “Clinical Shock,” will include “Carcinoma of 
the Lower Portion of the Colon and Rectum” by Dr. Charles W. 
Mayo, Mayo Clinic, Rochester, Minn., and “The Modern Use 
of tracheotomy” by Dr. Benjamin Bofenkamp, Minneapolis. 
Dr. Mayo will also speak at the banquet, 6:30 p. m. The Thurs- 
day session will open at 8:45 a. m. with the moving picture 
“Cancer Detection,” after which “Pregnancy in the Bicornuate 
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Uterus” will be discussed by Dr. Frederick H. Falls, formerly 
professor of obstetrics and gynecology at the Northwestern 
University Medical School, Chicago. “Complications of Im 
munization” will be considered by Dr. C. Arden Miller, assistant 
professor of pediatrics, University of Kansas School of Medicine, 
Kansas City, and “Acute Renal Failure” by Dr. Benjamin B 
Wells, professor of medicine and director of the department of 
medicine, Creighton University School of Medicine, Omaha 
Luncheon, followed by questions and discussion relative to the 
morning papers, will precede the moving picture “Pre-Cance 
Diagnosis of Cervix by Cytology,” after which Dr. Wells will 
discuss “Splenomegaly and the Indications for Splenectomy 
Dr. Miller, “Management of the Standard Child”; and Dr. Falls, 
“Ovarian Carcinoma.” 


MASSACHUSETTS 

Dr. Hume Goes to Virginia.—Dr. David M. Hume, director, 
surgical research laboratories, Harvard Medical School, Boston, 
has been appointed chairman of the surgery department at the 
Medical College of Virginia, Richmond. He will assume his 
position July 1, filling a vacancy created by the death of Dr. 
Isaac A. Bigger in January, 1955. After service in the U. §S 
Navy during World War II, Dr. Hume was appointed a Harvey 
Cushing fellow in surgery at Harvard Medical School, where 
he was later made a Henry E. Warren fellow. In 1953 he was 
recalled to active duty in the Navy for special assignment at 
the Medical Research Institute in Bethesda, Md., with the rank 
of lieutenant commander. 


MICHIGAN 


Program of Rheumatic Fever Control.— With the concurrence 
of the rheumatic fever control committee of the Michigan State 
Medical Society, the Michigan Department of Health and 
Michigan Crippled Children Commission have inaugurated a 
program designed to prevent the recurrence of rheumatic fever, 
through which Michigan doctors can obtain free benzathine 
penicillin G to give on a monthly basis “to all patients who 
have had one or more attacks of rheumatic fever or who show 
clinical evidence of rheumatic heart disease.” Penicillin is pro- 
vided by the Michigan Department of Health through local 
health departments serving 70 of the state’s counties and through 
designated distribution centers in 13 counties without full-time 
local health departments. The Michigan Crippled Children 
Commission is using trust funds to pay for administration of 
the penicillin to “any child under 2] years with a history of 
previous attacks of rheumatic fever or who shows evidence of 
rheumatic heart disease who now has or has had a crippled or 
afflicted children’s court order.” 


MINNESOTA 

Society News.—The Twin City Urologic Society recently elected 
Dr. Murray P. Ersfeld, St. Paul, president, and Dr. George | 
Garske, Minneapolis, secretary-treasurer.——At the annual 
business meeting of the board of governors of the Mayo Clinic, 
Rochester, the following officers were reelected: Dr. Samuel F. 
Haines, chairman; Dr. James T. Priestley, vice-chairman; Dr 
Hugh R. Butt, second vice-chairman; and Mr. J. W. Harwick, 
secretary. 


Chesley Memorial Lectureship.— The Albert J. Chesley, M_D., 
Memorial Lectureship in Public Health has been established at 
the University of Minnesota, Minneapolis, where Dr. Chesley 
was professor of public health for 20 years. Dr. Harold S. Diehl, 
dean of the school of medicine, is chairman of a committee of 
13 that will organize the lectureship. Contributions to the 
memorial, payable to the University of Minnesota, may be 
mailed to the Chesley Memorial Fund Committee, Room 205, 
Coffman Memorial Union, University of Minnesota, Minne 
apolis. 


Personal.—Dr. Arthur J. Henderson, deputy coroner for 10 
years, was recently appointed Ramsey County coroner to fill 
the unexpired term of Dr. Carl A. Ingerson, who resigned. Dr 
Henderson, who has been in general practice in North St. Paul 
since 1945, is public health officer and public school physician 





570 MEDICAL NEWS 


He is on the staff of St. John’s Hospital and Mounds Park 
Hospital. Dr. Philip M. Margolis, formerly instructor in the 
department of psychiatry, University of Minnesota Medical 
School, Minneapolis, has been appointed assistant professor of 
psychiatry at the University of Chicago Clinics. 





NEW JERSEY 


Danzis Memorial Lecture.—The Newark Beth Israel Hospital, 
Newark, recently established an annual memorial lecture in 
honor of the late Dr. Maximillian Danzis, co-founder and visit- 
ing surgeon, who died Oct. 20, 1953. The first annual Max 
Danzis Lecture was recently delivered by Dr. Isidot S. Ravdin, 
professor of medicine, University of Pennsylvania School of 
Medicine, Philadelphia, on “The Future of Surgery.” 


Seminar on Heart Disease.—The seventh annual Professional 
Education Seminar on Heart Disease will be presented by the 
New Jersey Heart Association March 14 in the Hotel Essex 
House, 1950 Broad St., Newark. Dr. John A. Kinczel, Trenton, 
is chairman of the program committee. The program is in two 
parts: (1) a panel discussion, “The Therapy and Management 
of Heart Disease,” and (2) presentation of two cases for a 
clinicopathological conference. Physicians throughout the state 
will receive a résumé of the two cases before the meeting. All 
physicians are cordially invited to attend. Dr. Irvine H. Page, 
Cleveland, will serve as moderator; Dr. Benjamin Castleman, 
Boston, as pathologist; and Drs. Edward F. Bland, Boston, 
Charles L. Brown, Jersey City, Simon Dack, New York, and 
Thomas M. Durant, Philadelphia, as panel members and case 
discussion leaders. 


Society News.—Newly elected officers of the New Jersey Ortho- 
paedic Society include: Dr. William Kruger, Newark, president; 
Dr. Bernard M. Halbstein, Long Branch, president-elect; Dr. 
Harold T. Hansen, South Orange, treasurer; and Dr. Arthur S. 
Thurm, Trenton, secretary. The Academy of Medicine of 
New Jersey has scheduled a joint meeting with the New Jersey 
regional trauma committee of the American College of Surgeons 
at the Dover General Hospital, Feb. 22, 8:15 p. m., at which 
a panel discussion, “Traumatic Injuries of the Abdomen,” will 
be presented, with Dr. Jack L. Voss, Morristown, as moderator. 
On Feb. 23, 8:45 p. m., the Academy of Medicine of New 
Jersey will hold its stated meeting. “A Symposium on Alcohol- 
ism,” moderated by Dr. Harold W. Lovell, will include psychi- 
atric aspects, medical aspects, rehabilitation and follow-up, and 
community resources and facilities. 








NEW YORK 

Orchestral Society —The New York Doctors’ Orchestral Society, 
of which Dr. Alfred E. Mamelok, New York, is president, par- 
ticipated in the Arthritis Foundation Telethon Jan. 15, perform- 
ing the fourth movement of Dvorak’s “New World Symphony.” 
Physicians, dentists, and others engaged in allied professions are 
invited to become members of the orchestra. Rehearsals are 
held on Thursdays, 8:30 p. m., in the auditorium of P. S. 33, 
9th Avenue and 26th Street, Manhattan. For details call Dr. 
Benjamin A. Rosenberg, Brooklyn, at NEvins 8-2370. 


Personal.—Dr. John Murray Steele, professor of medicine at 
the New York University College of Medicine, has been 
appointed director of the Masonic Medical Research Center at 
Utica. Celebrating his 50th year of practice in White Plains, 
Dr. Edward W. Weber recently was honored by the staff of 
the White Plains Hospital at a reception. A television set was 
presented to him. Dr. Weber has been director of the medical 
service at White Plains Hospital for over 20 years and director 
of health service for the White Plains public schools since 1907. 
He is president of the White Plains Hospital Clinical Society and 
in 1913 was president of the Westchester County Medical 
Society. Dr. Eldridge H. Campbell, professor of surgery at 
Albany Medical College of Union University, was recently 
elected chairman of the American Board of Neurological 
Surgery. 








Clinic for Mentally Retarded Children.—According to Dr. 
Donald G. Anderson, dean, University of Rochester School of 
Medicine and Dentistry, and director of the university’s medical 
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center, a clinic for mentally retarded children was j cently 
opened by the department of pediatrics of the center. The clinic 
will offer diagnostic and consultative services concerniny mep. 
tally retarded children under the age of 6. The nuniber of 
children to be studied during the first year of clinic operation 
will be limited to 80. Results of the studies will be presented to 
the children’s physicians and to the parents. The clinic will accept 
children on referral by a physician, a clinic, or a health agency 
that has a physician on its staff. Funds made available by the 
Rochester chapter of the Sunshine League for Retarded Children 
will make it possible to accept eligible children regardless of 
the parents’ ability to pay. However, parents able to pay a part 
of the clinic’s service charges will be asked to do so. 


New York City 


Panel on Collagen Diseases.—A panel discussion on lupus 
erythematosus, scleroderma, and dermatomyositis has been 
scheduled for the staff meeting at St. Clare’s Hospital, 415 Ww. 
Sist St., Feb. 21, 8:30 p. m. The moderator will be Dr. Vy. 
Charles Ancona and the panel members Drs. Maurice J. Costello, 
Irving Leinwand, Jacob M. Ravid, and William B. Rawls. 
Questions from the audience are invited. A collation will be 
offered. Dr. William Trevor is chairman of the program com- 
mittee. 





Course in Office Proctology.—Dr. Robert Turell and staff will 
give a course in office proctology Feb. 20-21 at the Mount Sinai 
Hospital, in affiliation with Columbia University College of 
Physicians and Surgeons. The course, designed to acquaint the 
clinician with the important proctologic conditions that lend 
themselves to office diagnosis and treatment, will include demon- 
stration of all diagnostic and various therapeutic procedures. Fee 
for the course, $50, is payable to Columbia University. For in- 
formation, address the Registrar for Postgraduate Medical In- 
struction, Mount Sinai Hospital, Fifth Avenue and 100th Street, 
New York 29. 


Society News.—Myron S. Aisenberg, D.D.S., dean, Baltimore 
College of Dental Surgery, Dental School, University of Mary- 
land, will read a paper on “Tumors That Have Metastasized to 
the Jaws” at the monthly conference of the New York Institute 
of Clinical Oral Pathology, Feb. 20, 8:30 p. m., in the New 
York Academy of Medicine Building, room 441. The pro- 
gram of the section on ophthalmology, New York Academy of 
Medicine (2 E. 103rd St.), Feb. 20, 8 p. m., will include “Macular 
Edema as a Complication of Cataract Extraction” by Dr. John 
V. V. Nicholls, Montreal, Canada, and “Orbital Tumors of 
Childhood” by Dr. Cecil W. Lepard, Detroit. At its meeting 
Feb. 20, 8 p. m., in the New York Academy of Medicine, the 
New York Roentgen Society will present “The Role of Im- 
munity in Patients with Cancer and in Radiotherapy” by Dr. 
John B. Graham, Research Laboratory, Vincent Memorial 
Hospital, Boston, and “Anatomic Considerations in the Treat- 
ment of Pelvic Cancer” by Dr. Gray H. Twombly, professor 
of gynecology, New York University College of Medicine. 











Meeting on Birth Trauma and Cerebral Palsy.—A round-table 
discussion on “Prenatal and Natal Trauma and Cerebral Palsy” 
will be offered by the Coordinating Council for Cerebral Palsy 
in New York City, March 1, at 8 p. m. at the New York Acad- 
emy of Medicine. Dr. Harold E. Himwich, director of research, 
Galesburg (Ill.) State Research Hospital, will present “Brain 
Biochemistry and Cerebral Defect of the Newborn”; Dr. Russell 
V. Fuldner, New Haven, Conn., consultant in cerebral palsy, 
Connecticut State Department of Health, “Labor Records in 
Cerebral Palsy”; Dr. George W. Corner Jr., assistant professor 
of obstetrics, Johns Hopkins University School of Medicine, 
Baltimore, “Birth Injury and Cerebral Palsy”; and Dr. Alan F. 
Guttmacher, director, department of obstetrics and gynecology, 
the Mount Sinai Hospital, and clinical professor of obstetrics 
and gynecology, Columbia University College of Physicians and 
Surgeons, “The Obstetrician’s Viewpoint Regarding Prevent- 
ability.” Discussion will be opened by Drs. George G. Deaver 
and William Cooper. Dr. Stanley M. Bysshe will moderate the 
meeting. 
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NORiH CAROLINA 

Dr. Hart Honored.—Former surgical residents among medical 
alumni of Duke University School of Medicine, Durham, have 
appointed a committee to organize the Deryl Hart Society in 
honor of Dr. J. Deryl Hart, professor and chairman of surgery. 
Dr. William F. Hollister, Pinehurst, is chairman of the organi- 
zational committee. Dr. Hart, recently elected president of the 
Southern Surgical Association, has been chief of the surgical 
service since Duke Hospital and the medical school opened in 
1930. 


OKLAHOMA 

Postgraduate Courses.—The University of Oklahoma School of 
Medicine, Oklahoma City, will offer a course on diseases of 
the liver, March 2-3, 3:30-8:30 p. m., with Drs. Benjamin P. 
Eisenman, Denver, John R. Neefe, St. Petersburg, Fla., and 
Leslie Zieve, Minneapolis, as speakers. 


PENNSYLVANIA 

Strittmatter Award.—The annual Strittmatter award for 1955 
will be presented April 11 at the postgraduate institute dinner 
at the Bellevue-Stratford Hotel, Philadelphia. This award was 
established in 1923 by Dr. Isidor T. Strittmatter, a former 
president of the Philadelphia County Medical Society, to pay 
recognition to “any physician making a valuable contribution in 
the healing art, including remedial measures, surgical, medical, 
or contribution to one of the fundamental sciences of medicine, 
having a beneficial influence on either surgery or medicine, or 
for any extraordinary meritorious service redounding to the 
credit of the medical profession.” Members of the society are 
invited to submit nominations for the award, a gold medal and 
scroll, to Dr. Lewis C. Scheffey, Chairman of the Strittmatter 
Award Committee, in care of the Executive Office, 301 S. 21st 
St., Philadelphia. 


Philadelphia 

Shmookler Memorial Lecture.—The H. B. Shmookler Memorial 
Lecture will be held Feb. 21, 9 p. m., in the Philip L. Sheerr 
Building of the School of Nursing at the Albert Einstein Medical 
Center, Northern Division. Dr. Ralph W. Gerard, professor 
of neurophysiology, Mental Health Research Institute, Univer- 
sity of Michigan, Ann Arbor, the guest speaker, will have as 
his subject “Neural Mechanisms of Behavior.” 





University News.—Hahnemann Medical College and Hospital 
of Philadelphia is the recipient of an anonymous gift of $60,000 
for the institution’s $100,000 rehabilitation program, planned 
for the fiscal year ending next May. The remaining $40,000 for 
the planned program is being raised through gifts and will be 
used for modernization of patient accommodations and reno- 
vation of the nurses’ cafeteria and to provide air-conditioning 
facilities for seven operating rooms and the delivery rooms. 


RHODE ISLAND 


Hospital News.—Dr. C. Stuart Welch, associate professor of 
surgery, Albany (N. Y.) Medical College, will serve as surgeon- 
in-chief pro tem. at the Rhode Island Hospital, Providence, 
Feb. 27-29, 





SOUTH CAROLINA 


Personal.—Dr. Julian P. Price, Florence, was recently presented 
with a silver cup honoring him on his retirement as dean of 
the Southern Pediatric Seminar. Dr. Warren Quillian, Coral 
Gables, Fla., made the presentation. Dr. Price is a member of 
the Board of Trustees of the American Medical Association. 


Hospital News.—The Pilot Club of Abbeville has presented a 
$500 check and a bronze door plaque to the Abbeville County 
Memorial Hospital in honor of the late Abbeville physician 
brothers, Drs. John Rayford Power and Eugene Logan Power. 
A room in the hospital’s new wing was dedicated in their honor. 


Rees‘ablishment of Rheumatic Fever Clinic.—The Greenville 
Clinic, scheduled to be opened in January, will hold clinics on 
the mornings of the first and third Thursdays in the Greenville 
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General Hospital with the facilities used by the orthopedic 
clinic. Dr. Lonita M. Boggs has been appointed pediatrician in 
charge of the clinic with the assistance of Dr. John F. Simmons 


Society News.—Officers of the South Carolina Surgical Society 
include: Dr. David A. Wilson, Greenville, president; Dr. Angus 
Hinson, Rock Hill, vice-president; and Dr. J. Robert Thomason 
Greenville, secretary-treasurer Newly elected officers of the 
South Carolina Pediatric Society are: Dr. John C. Bonne: 
Charleston, president; Dr. William R. DeLoache, Greenville 
vice-president; and Dr. Frederick F. Adams, Spartanburg 
secretary-treasurer.——Newly elected officers of the South 
Carolina Society of Anesthesiologists include: Dr. Richard I 
Edmondson, Anderson, president; Dr. Kenneth E. Bray, Colum 
bia, vice-president; and Dr. John C. Doerr, Charleston, secretary 
treasurer. 


VERMONT 

Alcoholic Rehabilitation Commission.— The Alcoholic Rehabili 
tation Commission announces the opening of two new offices, 
at 65 Railroad St., St. Johnsbury, and at 89 Merchants Row 
in the Killington Bank & Trust Company Building, Rutland 
The original office is at 174 Pearl St., Burlington. Physicians 
may avail themselves of the services of the commission on be 
half of a patient. There is no charge for any services until 
hospital treatment or specific medical care is indicated 


Scholarships for Postgraduate Course.—IThe Vermont Tuber 
culosis and Health Association has budgeted three $50 scholar- 
ships for a postgraduate course, “The Measurement of Pul- 
monary Function in Health and Diseases,” which will be 
conducted March 26-30 in Boston under the sponsorship of the 
American Trudeau Society, Massachusetts Tuberculosis and 
Health League, Massachusetts Trudeau Society, and the 
medical schools of Harvard University. The tuition is $50. In 
quiries concerning the course should be directed to Dr. Edward 
J. Welch, 1101 Beacon St., Brookline 16, Mass. For additional 
scholarship information write to: Vermont Tuberculosis and 
Health Association, Att.: Mr. James Bates, Executive Director, 
187 College St., Burlington, 


WASHINGTON 

Course on Venereal Disease.—The 25th venereal disease post- 
graduate course for physicians sponsored by the University of 
Washington School of Medicine and the U. S. Public Health 
Service will be given in Seattle, March 19-23. The course, de 
signed to acquaint practitioners with the latest developments in 
diagnosis, treatment, and management of the venereal diseases, 
is accredited by the American Academy of General Practice 
No tuition will be charged. Applications are to be sent to the 
University of Washington School of Medicine, Harbor View 
Hospital Annex, 325 Ninth Ave., Seattle 4. The faculty for this 
course will be from various universities, the Public Health 
Service, and other authoritative bodies in the field. 


Clinic for Mentally Retarded Children.—The Clinic for Child 
Study was recently established by the University of Washington 
School of Medicine, Seattle, to provide diagnostic evaluation 
and help in planning for care and training of the retarded child 
through a team composed of a pediatrician, psychologist, psychi 
atrist, public health nurse, hearing and speech therapist, social 
worker, nutritionist, and dental hygienist. Orthopedic and 
neurological consultants are also associated with the clinic 
Patients may be referred by private doctors or the health depart 
ment and other public agencies in Pierce County. Children 
under eight years will be considered for acceptance. There is 
no charge for the clinic service. For information call BRoadway 
9341 in Tacoma or VErmont 6062 in Seattle 


WISCONSIN 

Personal.—Dr. Edward D. Schwade, Milwaukee, was recently 
awarded the William G. Lennox citation for service in the field 
of epilepsy. The award, $100, is presented by Dr. Lennox of 
Boston for research and teaching in epilepsy. 
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Society News.—Newly elected officers of the Wisconsin Society 
of Internal Medicine include: Dr. Maurice A. Hardgrove, 
Milwaukee, president; Dr. Warren K. Simmons, Rhinelander, 
vice-president; and Dr. John L. Sims, Madison, secretary- 
treasurer. 


Psychiatric Institute——The Milwaukee Psychiatric Services will 
hold its annual institute Feb. 25-26. Dr. Joseph C. Solomon, 
associate professor of psychiatry, University of California 
School of Medicine, Berkeley-San Francisco, will conduct the 
series of lectures. His subject will be “Ego Mastery and the 
Therapeutic Process.” 


WYOMING 


Change in Annual Medical Session Dates.—The Wyoming State 
Medical Society, which had originally scheduled its annual 
session for June 27-30 at the Jackson Lake Lodge, Moran, an- 
nounces that the meeting will be held at the same location, 
June 29-July 1. 


GENERAL 


Postconvention Cruise—The American College of Physicians, 
which will hold its 37th annual session in Los Angeles, April 
16-20, is arranging a postconvention cruise to the Hawaiian 
Islands. The trip to Hawaii will be made by plane, leaving Los 
Angeles April 20 or 21. The program will include the presi- 
dential cocktail party at the Princess Kaiulani Hotel, Saturday; 
a beach party and dinner, Sunday, with Dr. Nils P. Larsen, 
Honolulu, the college governor for Hawaii, as host; a scientific 
breakfast meeting Monday; a breakfast special clinic in the 
Honolulu Leprosarium Tuesday; a special luau, typical Hawaiian 
feast, Wednesday; and a trip around Pearl Harbor via navy 
barge as guests of the Naval Commandant Thursday. 


Books for Korean Medical Schools—Dr. Howard A. Rusk, 
chairman, American-Korean Foundation, has announced that 
contributions of books and periodicals for Korea may be shipped 
to the Medical Supply Officer, Sharpe General Depot, Tracy 
Annex, Lathrop, Calif. Shipments should be clearly marked 
“Kormeded.” Donations of books and periodicals should be 
limited to those published subsequent to 1942. Shipments 
weighing over 100 lb., less than a carload, may be shipped 
freight (L. C. L.) prepaid or freight (L. C. L.) collect. Shipments 
weighing less than 100 Ib. may be shipped railway express pre- 
paid or railway express collect. Costs of collect shipments are 
paid with funds supplied by the American-Korean Foundation. 


Surgical Clinic Tour of Europe.—The International College of 
Surgeons has scheduled a surgical clinic tour of Europe during 
May. Clinic meetings will be held in Paris and Nantes, France; 
Berne, Switzerland; Rome, Italy; and Vienna, Austria. Flights 
are being arranged on the Pan American Clipper leaving New 
York May 6 for Paris and leaving London June 7 for New 
York (36 days). Those preferring to sail may leave on the Queen 
Elizabeth May 2 for Cherbourg and Southampton June 7 for 
New York (42 days). The tour will include visits to the Chateau 
country of France, the Italian Riviera, an Alpine tour, a Rhine 
cruise, and a visit to the Shakespeare country in England. In- 
formation may be obtained from the International College of 
Surgeons, 1516 Lake Shore Dr., Chicago 10. 


Enlarge Tobacco Research Fund.—A third allocation of 
$500,000 to continue research by independent scientists into all 
phases of tobacco use and health has been announced by Mr. 
Timothy V. Hartnett, chairman of the Tobacco Industry Re- 
search Committee. The increase brings the tobacco group’s 
research fund allocations to $1,500,000. Clarence C. Little, 
Sc.D., Bar Harbor, Maine, scientific director of the committee, 
States that “the three main areas in which the board has con- 
centrated from the start are: the physical and chemical com- 
position of tobacco and accompanying products; tissue changes 
in humans as well as in animals; and smoking and other tobacco 
habits, and the emotional and physical makeup of smokers. 

. Research grants have been given to 54 scientists in 39 
recognized hospitals, medical schools, and research institutions 
in 19 states.” Grant renewals have been made to nine scientists. 


J.A.M.A., Feb. 13, 1956 


Scholarship in Lip Reading—The American Hearing Socier 
announces that competition for the 1956 Kenfield Memorial 
Scholarship, awarded annually by the society to a Prospective 
teacher in lip reading, will open March 1. Application blanks, 
obtainable from the national headquarters, 1800 H St.. N. w 
Washington 6, D. C., must be returned by May 1. Award of 
the scholarship will be made during the annual meeting of the 
American Hearing Society in Washington, June 7-9. The winner 
of the award is entitled to a teacher training course in lip read- 
ing from any school or university in the United States acceptable 
to the teachers committee. Specifications for a hard-of-hearing 
contestant include 30 hours of private instruction in lip reading 
from an approved teacher or 60 hours of lip reading in public 
school classes under an approved teacher. Rules for competition 
State that an applicant shall plan to teach lip reading with or 
without other types of speech or hearing therapy. 


Meeting of Central Surgical Association—The Central Surgical 
Association will hold its 13th annual assembly in Rochester, 
Minn., Feb. 23-25, with headquarters at the Kahler Hotel. 
Thursday will be devoted to surgical clinics at St. Mary's and 
Rochester Methodist hospitals, 8 a. m. to 12 noon, and dry 
clinics from 11 a. m. to noon. Experimental problems and 
laboratory demonstrations will be presented at Mann Hall, 
Medical Sciences Building, from 1:30 to 4 p. m. Single author 
presentations by invitation will include: 

Inguinal Hernia in Children, C, Barber Mueller, St. Louis. 

Duplications of the Alimentary Tract, William K. Sieber, Pittsburgh. 

Hiatus Hernia in Infants, Clinton A. Stephens, Toronto, Canada. 

An Experimental and Clinical Study of Vascular Spasm, Edward H. 

Simmons, Toronto, Canada. 

Postoperative Pancreatitis, E. Thomas Boles Jr., Columbus, Ohio. 
Pseudocysts of the Pancreas, Robert L. Bradley, Huntington, W. Va. 
The presidential address, “The Obligation of Achievement,” will 
be delivered by Dr. Rudolf J. Noer, Louisville, Ky., at a 
luncheon Friday, 12:15-1:30 p. m. The reception and cocktails, 

6:30 p. m., will precede the dinner-dance on Friday. 


Public Health Scholarships——Harvard University School of 
Public Health, Boston, offers scholarships for the academic year 
1956-1957 to persons of high professional promise, in awards 
ranging from part of the tuition to tuition plus a stipend, accord- 
ing to the qualifications and financial needs of the applicants. 
The scholarship funds are primarily intended for citizens of the 
United States. Preference will be given to applicants under 35 
years of age. Scholarships are available to those who wish to 
obtain postgraduate education in the field of public health or in 
a basic science related to public health, including the following 
categories: physicians, industrial physicians, or health educators 
with a college degree, training in health education in the natural 
and social sciences, and experience in general education or com- 
munity health work; dietitians with a college degree and satis- 
factory field experience; and college graduates who have con- 
centrated in one of the natural sciences. Scholarship applicants 
must be eligible for admission to the school as candidates for 
one of the following degrees: master of public health, doctor 
of public health, master of science in hygiene, doctor of science 
in hygiene, or master of industrial health. Information may be 
obtained from the Harvard School of Public Health, 55 Shattuck 
St., Boston 15. Scholarship applicants must return completed 
admission and scholarship applications to the school by March I. 


Catastrophic Accidents.—According to an estimate by the 
Metropolitan Life Insurance Company (1 Madison Ave., New 
York), catastrophes (accidents in which five or more persons 
were killed) were responsible for about 1,500 deaths in the 
United States during 1955. The increase of 300 above the total 
for 1954 reflects a rise in the number of major catastrophes; 
there were 9 during 1955, each of which took 25 or more lives, 
but only 4 in 1954. Natural disasters accounted for five ol 
last year’s major catastrophes, the most costly in loss of life 
being hurricane “Diane” and the subsequent flash floods in the 
northeastern states, Aug. 17-19, which killed about 180, m iinly 
in Pennsylvania and Connecticut. Other major natural disasters 
were the May 25 tornadoes in Kansas, Oklahoma, Texas and 
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uri, which took 115 lives, including 80 in the Udall, Kan., 
grea, the year-end floods inundating areas in California and 
Orecon, in which the death toll was estimated at 84; the mid- 
October floods in the northeastern states, which killed 48; and 
hurricane “Connie” of Aug. 12-14, in which 25 lives were lost. 
In a fire in a men’s hotel in Chicago, 29 persons were killed, 
and in three plane crashes a total of 124. 


Miss 


Tri-State Medical Meeting.—The 57th annual meeting of the 
Tri-State Medical Association (Virginia, North Carolina, and 
South Carolina) will convene at the Hotel Charlotte, Charlotte, 
N. C., Feb. 20-21. The scientific sessions will open at 9:35 a. m. 
Monday with “The Diagnosis and Management of Children with 
Ambisexual Development” by Dr. Judson J. Van Wyk, Univer- 
sity of North Carolina, Chapel Hill, N. C. At 12:05 p. m. Dr. 
Roy B. McKnight, Charlotte, N. C., will moderate the following 
panel on thyroidology: 

Nodular Goiter and Its Relation to Carcinoma, William P. J. Peete, 

Durham, N. C. 
Thyroiditis, Colin G. Thomas, Chapel Hill, N. C. 
Newer Methods of Diagnosis and Indications for Medical Management 
of Toxic Diffuse Goiter, Kinloch Nelson, Richmond, Va. 

Dr. Paul D. Camp, Richmond, Va., will deliver the presidential 
address at 7 p. m. at a joint banquet of the North Carolina 
Seventh Medical District, the Mecklenburg County Medical 
Society, and the Tri-State Medical Association. The guest 
speaker, Colgate W. Darden Jr., president of the University of 
Virginia, Charlottesville, will have as his topic “Problems of 
the United Nations.” At 10 a. m. Tuesday Dr. W. Paul Sanger, 
Charlotte, N. C., will serve as moderator for a panel on cardio- 
vascular lesions amenable to surgery, with Dr. Thomas J. 
O'Neill, Philadelphia, Dr. Thomas N. P. Johns, Richmond, Va., 
and Dr. Henry W. Scott Jr., Nashville, Tenn., as collaborators. 


Meetings on Forensic Sciences.—The American Academy of 
Forensic Sciences will hold its eighth annual meeting Feb. 23-25 
at the Drake Hotel, Chicago. Presentation of papers will begin 
at 10:30 a. m. The afternoon will be devoted to a case review 
by Dr. Samuel R. Gerber, coroner of Cuyahoga County, Ohio, 
and associates. Friday morning the section on forensic pathology 
will consider the certification of deaths not falling in standard 
categories from the viewpoint of the vital statistician and from 
the viewpoint of the medical examiner. At 10 a. m. there will be 
a medicolegal conference. The section on forensic psychiatry 
will present the following program Friday morning: 

Amnesias and Retrograde Falsification, Maier I. Tuchler, San Francisco, 

Scientific Deception Tests, Their Place and Value in Forensic Science, 

Fabian L. Rouke, Ph.D., New York. 
The Future of Court Psychiatry, William H. Haines, Chicago. 
Better Understanding of the Needs of the Mentally Ill, Otto Bettag, 
Chicago. 

Problems of Women in Court, Edward J. Kelleher, Chicago. 
On Friday afternoon a program will be presented by the section 
on jurisprudence, of which the chairman is George E. Hail, 
J.D., a member of the A. M. A. Law Department. A demon- 
stration and open forum will follow. The closing session, Satur- 
day, will include a discussion of the determination of time of 
death by body heat loss by Dr. Herbert P. Lyle, coroner, 
Hamilton County, Ohio, and Dr. Frank P. Cleveland, Kettering 
Laboratory, University of Cincinnati; “Analyses of Heat Stroke 
Deaths in St. Louis” by Dr. John J. Connor, St. Louis; and 
“Incidence of Barbiturates in Coroners’ Cases” by Irving Sun- 
shine, Ph.D., toxicologist, Cuyahoga County Coroner’s Office, 
Cleveland. 


Survey of Hospital Room Rules.—After a survey of short-term 
general hospitals in the United States and Canada, the American 
Hospital Association announces that hospital room rates in 
general hospitals in the United States increased about 5% in 
1955. Single room accommodations increased 4.4%; two-bed 
rooms, 6.5%; and multibed rooms, 5.5%. National averages 
for the types of room are: single room, $14.14; two-bed room, 
$11.51; and multibed room, $9.84. Rate figures cover the 
hospital room, all meals on general and special diets, general 
nulsing service, medical records, and routine housekeeping. The 
higi.est single room rate in the country was $35 in New York; 
the lowest, reported in Louisiana, was $5. For two-bed rooms, 
North Carolina reported the country’s highest rate, $26. Both 
Texas and Louisiana reported the lowest two-bed rate, $5. The 
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range for multibed rooms was from $23.50 in Ohio to $2 in 


Tennessee. The highest metropolitan average rate for single 
rooms was reported in Boston at $23.14; lowest, $12.78, u 
Atlanta. Lowest averages for both two-bed and multibed ac 
commodations were reported from New Orleans. Highest 
both categories were reported in San Francisco. Since 1947, 
rates in nonprofit hospitals have increased slightly more than 
rates in proprietary and governmental hospitals. In the penod 
1947 to 1955 inclusive, average rates across'the country increased 
as follows: for single rooms, 66° in nonprofit hospitals; 53% 
in proprietary hospitals; and 66 in governmental hospitals 
For two-bed rooms the rates have increased, respectively, 77' 

S8%. and 66°: for multibed rooms, 81°, S8%, and 74 

Advance deposits were required from patients responsible for 
their own hospital bills by 47° of the hospitals reporting 


FOREIGN 

Ophthalmological Society of Egypt.—tThe annual meeting of 
the Ophthalmological Society of Egypt will take place at the 
Memorial Ophthalmic Laboratory, Giza, Egypt, March 16 and 
17. The symposium of this meeting will be on corneal grafting 
Physicians are cordially invited. 


Seminar Congresses in Dermatology and Syphilology.—In its 
seminar congresses in dermatology and syphilology, the Ameri 
can Medical Society of Vienna will present the following pro 
grams by the medical faculty of the University of Vienna 

May 9-11, Dermatopathology; Dermatologic Histopathology; Demon- 

Strations. 

July 11-13, Superficial Mycoses; Deep Mycoses; Demonstrations. 

Sept. 12-14, Burns; Dermatology; Demonstrations 

Nov. 7-9, Syphilology; Allergic Skin Diseases; Demonstrations 
Details may be obtained from the American Medical Society 
of Vienna, Vienna I. Universitaetsstrasse 11, Cable: “Ammedic,” 
Vienna, 
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EXAMINING BOARDS IN SPECIALTIES 


AMERICAN BOARD OF ANESTHESIOLOGY: Written. Var s locations in the 
United States and Canada, July 20. Final date for filing application 
was Jan. 20. Oral. Miami Beach, Mar. 18-22. Sec., Dr. C. B. Hickcox 
80 Seymour St., Hartford 15, Conn 


AMERICAN BOARD OF DERMATOLOGY AND SYPHILOLOGY Written. Var $ 


centers, July 26. Oral. St. Louis, Oct. 12-15. Final date for filing apy 
cations is April 1. Sec., Dr. B. M. Kesten, One Haven Ave New 
York 32. 

AMERICAN BOARD OF INTERNAL MEDICINE: Written. Oct. 15, 1956. Final 
date for filing application is May 1 Oral Examinations in 1956. Los 
Angeles, April 12-14; Chicago, June 7-9. Final date for filing applica 


tion for these three oral examinations was Jan. 3. New York City 
Sept. 21-25. Final date for filing application is April 1. Cardiovascular 
Disease. Chicago, June 6. The number of candidates is limited to 24 
and the final date for filing applications is Apr. 2. Exec. Sec., Dr 
William A. Werrell, 1 West Main Si., Madison 3, Wis 


AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY: Oral and Pathological 
Examinations. Part Il. Chicago, May 11-20, 1956. Dr. Robert I 
Faulkner, 2105 Adelbert Road, Cleveland 6 


AMERICAN BOARD OF OPHTHALMOLOGY: Practical Examination. San Fran- 
cisco, June 18-21, St. Louis, Oct. 20-24. Writter. Jan. 21, 1957. Appli 
cations must be filed before July 1, 1956. Sec., Dr. Merrill J. King, 
Box 236, Cape Cottage Branch, Portland 9, Maine 


AMERICAN BOARD OF ORTHOPAEDIC SURGERY: Part 1. Oral and written 
Various centers, April. 1956. Finai date for filing application was Nov 
30. Sec., Dr. Harold A. Sofield, 116 South Michigan Ave., Chicago 3 


AMERICAN BOarRD OF OTOLARYNGOLOGY Oral. Montreal, Canada, May 
6-10. Sec., Dr. Dean M. Lierle, University Hospitals, lowa City 


AMERICAN BOARD OF PHYSICAL MEDICINE AND REHABILITATION. Parts 1 
and Il. Chicago, Jume 16-17. Sec., Dr. Earl C. Elkins, 200 First St., 
S. W., Rochester, Minn. 

AMERICAN BOarD OF PLastic SurGery. Entire Examination. Buffalo, 


May 13-15. Final date for filing case reports was Jan. 1. Corres. Sec., 
Mrs. Estelle E. Hillerich, 4647 Pershing Ave., St. Louis 8. 
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AMERICAN BOARD OF PSYCHIATRY AND NeuROLOGY: Philadelphia, April 
16-18, 1956. Sec., Dr. David A. Boyd, 102-110 Second Ave. S.W., 
Rochester, Minn. 


AMERICAN BOARD OF RADIOLOGY: Atlanta, Ga., Mar. 6-10. Final date for 
filing application was Dec. 1.; Chicago, June 5-9. Final date for filing 
applications was Jan. 1.; Los Angeles, Sept. 30-Oct. 4. Final date for 
filing applications is June 1. Sec., Dr. B. R. Kirklin, Kahler Hotel 
Bldg., Rochester, Minn. 


AMERICAN BOARD OF SurGery: Part I. Centers throughout the United 
States, in Europe and in the Far East, March 28. Closing date for the 
March examination was December 1. Part 11. Durham, March 12-13; 
Boston, May 14-15 and Philadelphia, June 4-5, Sec., Dr. John B. Flick, 
255 S. Fifteenth St., Philadelphia, 





MEETINGS 








AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary. 
1956 Annual Meeting, Chicago, June 11-15. 
1956 Clinical Meeting, Seattle, Nov. 27-30. 
1957 Annual Meeting, New York, June 3-7. 
1957 Clinical Meeting, Philadelphia, Dec. 3-6. 
1958 Annual Meeting, San Francisco, June 23-27. 


NATIONAL CONFERENCE ON RURAL HEALTH, Multnomah Hotel, Portland, 
Ore., Mar. 8-10. Mrs. Arline Hibbard, 535 N. Dearborn St., Chicago 10, 
Secretary. 


ALASKA TERRITORIAL MEDICAL ASSOCIATION, Alaska Native Health Service 
Hospital, Anchorage, Feb. 20-22. Dr. Robert B. Wilkins, 1121 Fourth 
Ave., Anchorage, Secretary. 


AMERICAN ACADEMY OF FORENSIC SCIENCES, Drake Hotel, Chicago, Feb. 
23-25. Dr. Walter J. Camp, 1853 West Polk St., Chicago, Secretary. 


AMERICAN ACADEMY OF GENERAL Practice, Hotel Statler, Washington, 
D. C., Mar. 19-22. Mr. Mac F. Cahal, Broadway at 34th Street, Kansas 
City 11, Mo., Executive Secretary. 


AMERICAN ASSOCIATION OF ANATOMISTS, Milwaukee, Apr. 4-6. Dr. Nore 
mand L. Hoerr, 2109 Adelbert Rd., Cleveland 6, Secretary. 


AMERICAN ASSOCIATION FOR HEALTH, PHYSICAL EDUCATION, RECREATION, 
Conrad Hilton Hotel, Chicago, Mar. 24-30. Mr. Carl A. Troester Jr., 
1201 Sixteenth St., N.W., Washington 6, D. C., Executive Secretary. 


AMERICAN ASSOCIATION OF RAILWAY SuRGEONS, Drake Hotel, Chicago, 
Apr. 10-12. Dr. Chester C, Guy, 5800 Stony Island Ave., Chicago 37, 
Secretary. 


AMERICAN ORTHOPSYCHIATRIC ASSOCIATION, Hotel Commodore, New York, 
Mar. 15-17. Dr. Marion F. Langer, 1790 Broadway, New York 19, 
Executive Secretary. 


AMERICAN PsyCHOSOMATIC Society, Sheraton Plaza, Boston, Mar. 24-25, 
Dr. Theodore Lidz, 333 Cedar St., New Haven 11, Conn., Secretary. 


AMERICAN RADIUM Society, Shamrock Hotel, Houston, Texas, Apr. 9-11. 
Dr. Robert E. Fricke, 102 Second Ave. S.W., Rochester, Minn., 
Secretary. 


AMERICAN SOCIETY OF MAXILLOFACIAL SURGEONS, Jung Hotel, New Orleans, 
Mar. 18-21. Dr. John A. Drummond, 1414 Drummond St., Montreal, 
Canada, Secretary. 


AMERICAN SURGICAL ASSOCIATION, The Greenbrier, White Sulphur Springs, 
W. Va., Apr. 11-13. Dr. R. Kennedy Gilchrist, 59 East Madison St., 
Chicago 3, Secretary. 

ASSOCIATION OF AMERICAN PHYSICIANS AND SURGEONS, Columbus, Ohio, 
Apr. 5-7. Dr. William L. Baughn, 1635 West 25th St., Anderson, Ind., 
Secretary. 


ATLANTA GRADUATE MEDICAL ASSEMBLY, Atlanta Biltmore Hotel, Atlanta, 
Ga., Feb. 20-22. Mrs. Stewart R. Roberts, 15 Peachtree Place N.W., 
Atlanta 9, Ga., Executive Secretary. 

CENTRAL SURGICAL ASSOCIATION, Hotel Kahler, Rochester, Minn., Feb. 
23-25. Dr. Charles D. Branch, 102 North St., Peoria, Ill., Secretary. 


CHIcAGO MEDICAL SOCIETY ANNUAL CLINICAL CONFERENCE, Palmer House, 
Chicago, Feb. 28-March 2. Dr. Norris J. Heckel, 86 E. Randolph St., 
Chicago 1, Secretary. 

DALLAS SOUTHERN CLINICAL Society, Dallas, Tex., Mar. 12-14. Miss Helga 
Boyd, 433 Medical Arts Bldg., Dallas 1, Tex., Executive Secretary. 


EASTERN CONFERENCE OF RADIOLOGISTS, Lord Baltimore Hotel, Baltimore, 
Mar. 15-17. Dr. Richard B. Hanchett, 705 Medical Arts Blidg., Baltimore 
1, Secretary. 

EASTERN SECTION, AMERICAN CONGRESS OF PHYSICAL MEDICINE AND 
REHABILITATION, Hotel Adelphia, Philadelphia, April 7. Dr. Harold 
Lefkoe, 1006 Medical Tower, Philadelphia 3, Secretary. 

MICHIGAN CLINICAL INSTITUTE, Sheraton-Cadillac Hotel, Detroit, Mar. 7-9. 
Dr. L. Fernald Foster, 606 Townsend St., Lansing 15, Secretary. 


MICROCIRCULATORY CONFERENCE, Hotel Schroeder, Milwaukee, Apr. 3. 
Dr. George P. Fulton, Boston University, College of Liberal Arts, 
725 Commonwealth Ave., Boston 15, Chairman. 


J.A.M.A., Feb. 18, 1956 


Missouri STATE MepDicAL ASSOCIATION, Hotel Jefferson, St. Lou 


A 
8-11. Dr. E. Royse Bohrer, 634 North Grand Blvd., St. | bang 
Secretary. 

NATIONAL MULTIPLE SCLEROSIS SociETY, New York, March 13. Mr. Sidney 
L. Smith, Suite 7 G, 270 Park Ave., New York 17, Secretary. ; 

New ORLEANS GRADUATE MEDICAL ASSEMBLY, Municipal Auditoriun New 
Orleans, Feb. 27-March 1. Dr. Eugene H. Countiss, Room 103, 1439 


Tulane Ave., New Orleans 12, Director. 


Oun10 STATE MEDICAL AssociaTION, Cleveland, Apr. 10-13. Mr. Charles §. 
Nelson, 79 East State St., Columbus 15, Executive Secretary 


REGIONAL MEETINGS, AMERICAN COLLEGE OF PHYSICIANS: 
Lincotn, Nes., Cornhusker Hotel, Mar. 3. Dr. Edmond M. Walsh. 
1412 Medical Arts Bldg., Omaha 2, Neb., Chairman. 


HONOLULU, Hawai, March 6. Dr. Nils P. Larsen, 1133 Punchbow! St., 
Honolulu 13, Hawaii, Governor. 


Kansas City, KAans., Mar. 23. Dr. William C. Menninger, 317 West 
6th Ave., Topeka, Kans., Governor. 


SOUTHERN ILLINOIS, SPRINGFIELD, March, March 24. Dr. Charles H. 
Drenckhahn, 602 West University Ave., Urbana, Illinois, Governor. 


SECTIONAL MEETINGS, AMERICAN COLLEGE OF SURGEONS: 


MILWAUKEE, Hotel Schroeder, Feb. 27-29. Dr. Forrester Raine, 425 B. 
Wisconsin Ave., Milwaukee 4, Chairman. 


COLORADO SPRINGS, COLO., The Broadmoor, Mar. 5-7. Dr. George W. 
Bancroft, 106 E. St. Vrain St., Colorado Springs, Colo., Chairman. 


LitTLe Rock, ArK., Hotel Marion, Mar. 12-13. Dr. Joseph F. Shuffield, 
103 E. 7th St., Litthe Rock, Ark., Chairman. 


SOUTHEASTERN SECTION, AMERICAN UROLOGICAL ASSOCIATION, Hollywood, 
Fla., Mar. 25-29, Dr. Robert F. Sharp, 200 Carondelet St., New Orleans 
12, Secretary. 


SOUTHEASTERN SURGICAL CONGRESS, John Marshall Hotel, Richmond, Va., 
Mar. 12-15. Dr. Benjamin T. Beasley, 701 Hurt Bidg., Atlanta 3, Ga., 
Secretary. 


SOUTHERN NEUROSURGICAL SociETy, George Washington Hotel, Jackson- 
ville, Fla., Mar. 23-24. Dr. William F. Meacham, Vanderbilt University 
Hospital, Nashville 5, Tenn., Secretary. 


SYMPOSIUM ON FUNDAMENTAL CANCER RESEARCH, Texas Medical Center, 
Houston, Texas, Mar. 29-31. Dr. Grant Taylor, University of Texas, 
Postgraduate School of Medicine, Houston, Texas, General Chairman. 


SYMPOSIUM ON PEDIATRICS, Salt Lake City, Apr. 12-13. Dr. F. Willis 
Taylor, 1265 West 4th North, Salt Lake City 16, Chairman. 


TENNESSEE STATE MEDICAL ASSOCIATION, Peabody Hotel, Memphis, Apr. 
8-11. Dr. R. H. Kampmeier, 112 Louise Ave., Nashville 5, Secretary. 


THE CONSTANTINIAN SOcIETYy, Del Monte Lodge, Pebble Beach, Calif. 
Apr. 11-14. Dr. C. F. Shook, P. O. Box 1035-36, Toledo 1, Ohio, 
Secretary. 

Unrtep StTateEs-MExICO BorRDER PuBLIC HEALTH ASSOCIATION, Calexico- 
Mexicali, Calif., Apr. 13-16. Dr. Sidney B. Clark, 204 U. S. Court 
House, El Paso, Texas, Secretary. 


FOREIGN AND INTERNATIONAL 

ASSOCIATION OF INDUSTRIAL MEDICAL OFFICERS, London School of Hygiene 
and Tropical Medicine, London W.C.1, England, Sept. 24-28, 1956. Dr. 
J. A. A. Mekelburg, Peek, Frean and Company, Ltd., Keetons Rd., 
Bermondsey, London, S.E.16, England, Honorable Secretary. 


BritIsH MEDICAL ASSOCIATION, Brighton, England, July 9-13, 1956. Dr. 
Angus Macrae, B. M. A. House, Tavistock Square, London, W.C.1, 
England. 


CANADIAN MEDICAL ASSOCIATION, Quebec, P. Q., Canada, June 10-14, 1956. 
Dr. Arthur D. Kelly, 150 St. George St., Toronto 5, Ont., Canada, 
Secretary. 

CONFERENCE OF INTERNATIONAL UNION FOR HEALTH EDUCATION OF THE 
Pusuic, Rome, Italy, April 27-May 5, 1956. Mr. Lucien Viborel, 92 
rue St. Denis, Paris 1**, France, Secretary-General. 


CONGRESS OF FRENCH SOCIETY OF OPHTHALMOLOGY, Paris, France, May 
6-10, 1956. Dr. Marcel Kalt, 81 rue Saint-Lazare, Paris 9e, France, 
Secretary. 

CONGRESS OF INTERNATIONAL ANESTHESIA RESEARCH SocieETY, Miami Beach, 
Fla., U.S.A., April 9-12, 1956. For information write: Dr. R J. 
Whitacre, 13951 Terrace Road, Cleveland 12, Ohio, U.S. A. 


CONGRESS OF INTERNATIONAL ASSOCIATION OF LIMNOLOGY, Helsinki, Fin- 
‘and, July 26-Aug. 7, 1956. For information address: Dr. H. Luther, 
Snellmansgatan 16 C 36, Helsinki, Finland. 


CONGRESS OF INTERNATIONAL ASSOCIATION OF LOGOPEDICS AND PHONIATEICS, 
Barcelona, Spain, Sept. 3-7, 1956. Dr. J. Perello, Provenza 319, Sar 
celona 9, Spain, Secretary-General. 


CONGRESS OF INTERNATIONAL SOCIETY OF HEMATOLOGY, Hotel Some:set, 
Boston, Mass., U.S.A., Aug. 27-Sept. 1, 1956. Dr. W. C. Molo: 
39 Bay State Road, Boston, Mass., U.S.A., Secretary. 

CONGRESS OF INTERNATIONAL UNION AGAINST TUBERCULOSIS, New D 


India, Jan. 3-6, 1957. For information address: Secretariat, The Union, 
66 Boulevard Saint-Michel, Paris 6e, France. 


hi 
ty 


CONGRESS OF LaTIN SOCIETY OF OPHTHALMOLOGY, Madrid, Spain, A 
24-28, 1956. For information address: Dr. Costi, Montalban 3, M 
Spain. 
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~ CONGRESS OF ALLERGOLOGY, Florence, Italy, Sept. 12-15, 1956. 

Pp Umberto Serafini, Instituto de Patologia Medica, Viale Morgagni, 
Fic-cnce, Italy, Secretary-General. 

Eurc’raN CONGRESS OF CarDIOLoGy, Stockholm, Sweden, Sept. 10-14, 
1956 Dr. Karl Erik Grewin, Sodersjukhuset, Stockholm, Sweden, Gen- 
era! Secretary. 

FuroPeAN SYMPOSIUM ON VITAMIN Bio, Hamburg, Germany, May 22-26, 
1956. For information write Doz. Dr. H. Bauer, Nervenklinik, 
Hamburg-Eppendorf, Germany. 

HeatTH CONGRESS, Royal SOCIETY FOR THE PROMOTION OF HEALTH, Black- 
pool, England, April 24-27, 1956. Mr. P. Arthur Wells, 90 Buckingham 
Palace Road, London S.W. 1, England, Secretary. 


INTER-AMERICAN CONGRESS OF CARDIOLOGY, Havana, Cuba, Nov. 4-10, 
1956. For information address: Dr. Ramon Aixala, Apartado 2108, 
Havana, Cuba. 

INTERNATIONAL ACADEMY OF PaTHOLOGy, Cincinnati, Ohio, U. S. A., 
April 24-25, 1956. Dr. F. K. Mostofi, Armed Forces Institute of 
Pathology, Washington 25, D. C., U. S. A., Secretary. 

INTERNATIONAL CONGRESS AGAINST ALCOHOLISM, Istanbul, Turkey, Sept. 
10-15, 1956. For information address: International contre l’Alcoolisme, 
Case Gare 49, Lausanne, Switzerland. 

INTERNATIONAL CONGRESS ON ANIMAL REPRODUCTION, Arts School, Univer- 
sity of Cambridge, Cambridge, England, June 25-30, 1956. Dr. Joseph 
Edwards, Production Division, Milk Marketing Board, Thames Ditton, 
Surrey, England, Hon, Secretary. 

INTERNATIONAL CONGRESS OF ANTHROPOLOGICAL AND ETHNOLOGICAL ScI- 
ences, Philadelphia, Pa., U. S. A., Sept. 2-9, 1956. Dr. William N. 
Fenton, National Research Council, Division of Anthropology and 
Psychology, 2101 Constitution Avenue, Washington 25, D. C., U. S. A. 
Secretary-General. 

INTERNATIONAL CONGRESS OF DETETICS, Congress Palace, Esposizione 
Universale Roma, Rome, Italy, Sept. 10-14, 1956. Prof. E. Serianni, 
Associazione Dietetica, Italiana, via dei Penitenzieri N. 13, Rome, Italy, 
Secretary General. 

INTERNATIONAL CONGRESS ON DISEASES OP THE CHEST, Cologne, Germany, 
Aug. 19-23, 1956. Mr. Murray Kornfeld, 112 East Chestnut St, 
Chicago 11, Illinois, U. S. A., Executive Director. 


INTERNATIONAL CONGRESS OF ENTOMOLOGY, Montreal, Canada, Aug. 17-25, 
1956. Mr. J. A. Downes, Science Service Bidg., Carling Ave., Ottawa, 
Ont., Canada, Secretary. 

INTERNATIONAL CONGRESS OF GASTROENTEROLOGY, London, England, July 
18-21, 1956. Mr. Hermon Taylor, London Hospital, White Chapel, 
London E.1, England, Honorable Secretary. 

INTERNATIONAL CONGRESS OF HEALTH TECHNICIANS, Maison de la Mutualite, 
Paris, France, June 5-8, 1956. For information address: Mr. M. H. 
Thoillier, 37 Rue de Monthion, Paris 9e, France. 

INTERNATIONAL CONGRESS FOR THE History OF Science, Florence and 
Milan, Italy, Sept. 3-10, 1956. Dr. M. L. Bonelli, Institute di Ottica, 
Arcetri, Florence, Italy, Secretary-General. 

INTERNATIONAL CONGRESS OF HUMAN GENETICS, Copenhagen, Denmark, 
Aug. 1-6, 1956. For information address: The University Institute for 
Human Genetics, Tagensvej 14, Copenhagen N, Denmark. 

INTERNATIONAL CONGRESS OF HypaTipD Disease, Athens, Greece, Sept. 
14-18, 1956. Prof. B. Kourias, Croix-Rouge Hellenique, 1 rue Mace 
kenzie King, Athens, Greece, Secretary-General 

INTERNATIONAL CONGRESS ON INFECTIOUS PATHOLOGY, Lyon, France, May 
24-26, 1956. General Secretariat: Institut Pasteur de Lyon, 77 rue 
Pasteur, Lyon, France. 

INTERNATIONAL CONGRESS OF INTERNAL MEDICINE, Madrid, Spain, Sept. 
19-23, 1956. Dr. J. C. De Oya and Dr. J. Gimena, Hostaleza No. 90, 
Madrid, Spain, Secretaries. 

INTERNATIONAL CONGRESS OF INTERNATIONAL COLLEGE OF SURGEONS, Palmer 
House, Chicago, Illinois, U. S. A., Sept. 9-13, 1956. Dr. Max Thorek, 
1516 Lake Shore Drive, Chicago, Illinois, U. S. A., Secretary-General. 

INTERNATIONAL CONGRESS ON MEDICAL RECORDS, Shoreham Hotel, Wash- 
ingion, D. C., U. S. A., Oct. 1-5, 1956. For information address: Miss 
Doris Gleason, Executive Director, American Association of Medical 
Record Librarians, 510 North Dearborn St., Chicago 10, Lilinois, U. S. A, 


INTERNATIONAL CONGRESS OF NEO-HiPPOCRATIC MEDICINE, Montecatini, 
Terme, Italy, May 20-22, 1956. Dr. Valente, 41 Avenue Verdi, Monte- 
catini Terme, Italy, Secretary-General. 


INTERNATIONAL CONGRESS OF PAEDIATRICS, Copenhagen, Denmark, July 22- 
~ 1956. Professor P. Plum, Rigshospitalet, Copenhagen, Denmark, 
resident. 

INTERNATIONAL CONGRESS OF PHYSICAL MEDICINE, Copenhagen, Denmark, 
August 20-24, 1956. Dr. B. Strandberg, Kobenhavns amts sygehus i 
Gentofte, Dept. of Rheumatology and Physical Medicine, Hellerup, 
Denmark, Honorable Secretary. 


INTERNATIONAL CONGRESS OF RADIOLOGY, Mexico, D. F., Mexico, July 22- 


+8, 1956. Dr. Jose Noriega, Tepic 126 (2e piso), Mexico, D. F. 7, 
Mexico, Secretary General. 


INTERNATIONAL CONGRESS OF WoRLD CONFEDERATION FOR PHYSICAL 
[HtraPy, Hotel Statler, New York, New York, U. S. A., June 17-23, 
1956. For information address: Miss Mildred Elson, American Physical 
Therapy Association, 1790 Broadway, New York 19, New York, U.S. A. 

INTERNATIONAL GENETICS SYMPOSIUM, Tokyo and Kyoto, Japan, Sept. 6-12, 
1956, For information address: Secretary, International Genetics Sym- 
Pc-ium, Science Council of Japan, Ueno Park, Tokyo, Japan. 
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INTERNATIONAL Puysrotocicat Conoress, Brussels, Belgium, July 2° 
Aug. 5, 1956. For information address: Prof. J. Reuse, Paculte de 
Medicine et de Pharmacie, 115 Boulevard de Waterioo, Brussels 
Belgium. 


INTERNATIONAL PROFESSIONAL UNION OF GYNECOLOGISTS AND OpsTerarcians 
Madrid, Spain, Sept. 28-29, 1956 Dr. Jacques Courtois, 1 © Racine 
St-Germain-en-Laye (S and QO), France, Permanent Internation, 


Secretary-General 


INTERNATIONAL SYMPOSIUM ON VENEREAL DISEASES AND THE TeeponrMa 
TOSES, Hotel Statler, Washington, D. ¢ U.S. A., May 28-June 1, 10%¢ 
For information address: Dr. Charles A. Smith, Chief, Venereal Disease 
Program, Division of Special Health Services, Public Health Service 
Dept. of Health, Education and Welfare, Washington 25, D. C., U.S.A 


MeEpiIcaAL WOMEN’S INTERNATIONAL ASSOCIATION, EXTRAORDINARY GENERAL 
ASSEMBLY, Burgenstock, Nidwalden, Switzerland, Sept. 21-24, 19%¢ 
Dr. Janet Aitken, 30a Acacia Road, London N.W. 1, England, Secretary 


Mippie East Mepicat Assematy, Campus, American University of Beiru 
Beirut, Lebanon, April 7-9, 1956. Dr. Virgil C. Scott, American Uni 
versity of Beirut, Beirut, Lebanon, Chairman 


NATIONAL CONGRESS OF PEDIATRICS, Cuidad Universitaria, Mexico DF 
Mexico, May 1-5, 1956. Dr. Ignacio Avila Cisneros, Calzada de 
Madereros No. 240, Mexico 18, D.F., Mexico, Coordinator 

NorRTH QUEENSLAND Mepicat CONFERENCE, Cairns, North Queensland 
Australia, June 25-30, 1956 Dr. W. R. Horsfall, P.O Box 672, 
Cairns, N.Q., Australia, Secretary 

PAKISTAN MEDICAL CONFERENCE, University of Peshawar, Peshawar 
Pakistan, Apr. 2-4, 1956. Dr. M. W. Alivi, 9, Braganza House, Napier 
St., Saddar, Karachi, Pakistan, Secretary General 

Pan AMERICAN CONGRESS ON CANCER CyToLoOGy, Miami, Fla., U. S. A,, 
Jan. 8-12, 1957. Dr. J. Ernest Ayre, 1155 N.W. 14th St., Miami, Fla 
U. S. A., General Chairman, 


Pan AMERICAN CONGRESS OF GERONTOLOGY, Mexico, D. f Mexico 
Sept. 5-15, 1956. Dr. Manuel Payno, Avenue Cuahtemoc No. 10-3, 
Mexico 7, D. F., Mexico, Presidente 


PAN AMERICAN CONGRESS OF OTORHINOLARYNGOLOGY AND BRONCHOERSOPHA- 
GOLOGY, San Juan, Puerto Rico, April 8-12, 1956. Dr. C. E. Munoz 
MacCormick, Apartado 9111, Santurce 29, Puerto Ric 
General 


Secretary 


PaN AMERICAN MEDICAL WOMEN’S ALLIANCE, Santiago and Vina del Mar 
Chile, March 6-14, 1956. For information address: Dr. Eva Cutright, 
458 Beall Ave., Wooster, Ohio, U. S. A 


PAN AMERICAN TUBERCULOSIS CONGRESS, Medellin and Bogota, Columbia, 
South America, Aug. 1-15, 1956. General Secretary, 26 de Marzo 1065, 
Montevideo, Uruguay 


Worip CONGRESS ON FERTILITY AND Steritiry, Naples, Italy, May 18-24, 
1956. Dr. Maxwell Roland, 114-20 Queens Boulevard, Forest Hills 75, 
New York, N. Y., U. S. A., Chairman, Liaison Committee 


WoripD FEDERATION FOR MENTAL HEALTH, Munich, Germany, Aug. 12-18, 
1956. Secretariat, 19 Manchester Street, London W.1, England 


Worip MEDICAL Association, Havana, Cuba, Oct. 9-15, 1956. Dr. Louis 
H. Bauer, 345 East 46th St., New York 17, New York, l i dee 
Secretary-General. 





MAGAZINE-TELEVISION REPORT 





The following list of current medical articles in mass-circula- 
tion magazines and forthcoming network television programs on 
medical subjects is published each week only for the informa- 
tion of readers of THE JouRNAL. Unless specifically stated, the 
American Medical Association neither approves nor disapproves 
of the articles and programs reported. 

TELEVISION 
Monday, Feb. 27 

NBC-TV, 11 a. m.-noon EST. “Medical and Health News 

with Howard Whitman” continues its series on heart disease 

with a filmed sequence on heart surgery from Philadelphia's 

Presbyterian Hospital. A segment of the “Home” show 

ABC-TV, 8:30 p. m. EST. “Medical Horizons” reports from 

Meharry Medical College, Nashville, Tenn., on the use of 

radioactive gold (Au'%*) in cancer therapy. Produced in co- 

operation with the American Medical Association, 


MAGAZINES 
Woman’s Home Companion, March, 1956 


“Rheumatic Fever,” by Milton J. E. Senn, M.D. 


The director of Yale’s Child Study Center answers a series 
of questions he has received about rheumatic fever 
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NAVY 


Medical Officers Visit Cuban Medical College.—Six members of 
the staff of the U. S. Naval Hospital, Guantanamo Bay, Cuba, 
last month visited the Colegio Medico Nacional of Santiago, 
Cuba. Lieut. Commander S. L. Moschella presented a paper 
in Spanish entitled, “Present Status of Treponemal Diseases.” 
This was the third meeting of its kind during the past year, and 
the president of the medical society, Dr. U. Castellanos Yodu, 
expressed the hope that these meetings could be continued. 


Dr. Dooley’s Lecture on “Passage to Freedom.”—Lieut. Thomas 
A. Dooley Ill, M. C., U. S. N. R., is presenting a series of 
lectures before medical groups in St. Louis, Miami Beach, Fla., 
and New York on the American Navy’s “Passage to Freedom,” 
the story of the evacuation of 750,000 Vietnamese. 





Lieutenant Dooley, the Navy’s only medical officer stationed 
in Haiphong, North Vietnam, participated in the evacuation 
of free Vietnamese from this communist-controlled northern 
sector of Indochina. 
He was awarded the 
Legion of Merit by the 
Navy for his service as 
medical officer in 
charge of refugee 
camps on the west 
coast of North Viet- 
nam after the truce 
that ended the civil 
war in that country. 
He is the author of a 
forthcoming book to 
be condensed in the 
April issue of Reader’s 
Digest. In his 10- 
month experience, he 
processed some 600,- 
000 refugees through 
the camps before com- 
mitting them to Amer- 
ican naval vessels, 
which carried them 
south to freedom. His 
address is being spon- 
sored by Pfizer Labo- 
ratories, Brooklyn, N. Y., one of the pharmaceutical firms that 
provided him with antibiotics and other medicines to treat the 
refugees. 

After the communists took over his camp in May, 1955, 
Lieutenant Dooley escaped to Saigon, where the president of 
Vietnam, Ngo Dinh Diem, presented him with an award, the 
“Officer de l’Ordre National de Viet Nam.” The citation read 
“beloved by the people of Viet Nam and respected by the 
nation.” Lieutenant Dooley is now attached to the Navy’s 
Bureau of Medicine and Surgery, Washington, D.C. 





Lieut. Thomas A. Dooley III, 
ee eS 


Officer to Lecture in England.—Lieut. Hubert L. Rosomoff, 
M. C., U. S. N. R., will lecture at the Symposium on Hypo- 
thermis, which is being sponsored by the Royal Society of Medi- 
cine of England. Lieutenant Rosomoff will speak on “The Effects 
of Hypothermia on Normal and Abnormal Physiology of the 
Nervous System: Present and Possible Future Clinical Appli- 
cation.” 


Personal.—Lieut. Ivan S. Altman, formerly a Naval Reserve 
medical officer, has been commissioned in the Medical Corps 
of the regular Navy, and is presently on duty at the Naval 
Hospital, St. Albans, L. I., New York. 





J.A.M.A., Feb. 18, 1956 


AIR FORCE 


All Lieutenants Promoted to Temporary Captains.— The surgeon 
general, U. S. A. F., announced that all physicians and dentists 
now serving on active duty in the grade of first lieutenant wij 
be promoted to the temporary grade of captain effective Feb. 1, 
1956, if they have acquired 12 months of professional experience 
after graduation from medical or dental school and are other. 
wise qualified. All medical and dental officers now serving on 
active duty in the grade of first lieutenant will be promoted to 
the temporary grade of captain when they attain the above eligi- 
bility requirements. 

When physicians and dentists holding permanent reserve com- 
missions as first lieutenants in the Reserve of the Air Force are 
ordered to active duty after Feb. 1, 1956, they will be promoted 
to the temporary grade of captain on the day they enter active 
duty if they have acquired 12 months of professional experience 
after graduation from medical or dental school and are other- 
wise qualified. This is another action proposed by the Armed 
Forces Task Force Group appointed last June by the Secretary 
of Defense to explore the critical problems of attracting and 
retaining career medical and dental officers. 


PUBLIC HEALTH SERVICE 


Three-Year Health Project Among American Indians.—The 
Public Health Service announces that it has contracted with the 
Phipps Institute of the University of Pennsylvania to conduct 
a three-year project designed to reduce high tuberculosis rates 
among American Indians. Phipps Institute will use its resources 
in combatting the disease among southwestern Indian tribes. 
The contract calls for field studies and the administration of 
drugs to assist in prevention and treatment of tuberculosis in 
children. About 8,700 children among the United Pueblos of 
New Mexico, the Consolidated Utes of Colorado, and the 
Jicarilla and Mescalero Apaches of New Mexico will be covered 
by the program. Surgeon General Leonard A. Scheele of the 
PHS said that if the techniques prove successful, they will be 
extended to other areas. The incidence rate of tuberculosis 
among the Indians, he pointed out, is about nine times that of 
the non-Indian population in the United States. 


Research in Allergy to Be Expanded.—The surgeon general has 
announced an expanded program of research in allergy and in- 
fectious diseases to be administered by the National Micro- 
biological Institute, which is being redesignated as the National 
Institute of Allergy and Infectious Diseases. The institute will 
also support long-term basic studies in these fields through grants 
to research scientists in the nation’s universities and medical 
schools. An increase of $3,200,000 will be sought for this pro- 
gram for fiscal year 1957. “The renaming of the Institute,” the 
Surgeon General said, “reflects the importance of the new re- 
search program on allergies and the close relationship of such 
research with the study of infectious diseases.” 

A separate national advisory council on allergy and infectious 
diseases is being established to make recommendations to the 
surgeon general regarding the new grant and training activities. 
The announcement stated that, according to a recent estimate, 
about 16 million persons in the United States suffer from some 
form of allergy. 


VETERANS ADMINISTRATION 


Hospital News.—Dr. Leon L. Rackow, director of professional 
services at the VA Hospital in Montrose, N. Y., has been ap- 
pointed manager of the 1,965-bed hospital for the care of neuro- 
psychiatric patients, succeeding the late Dr. Richard L. Harris. 
Dr. Eric P. Stone, director, professional services, VA Hos- 
pital, Boston, has been appointed manager of the VA Hosp tal 
at Manchester, N. H., succeeding Dr. Endre K. Brunner, who 
has been named manager of the VA Hospital in the Bronx, 
New York. 
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DEATHS 


MacEachern, Malcolm T. ® a director of professional relations 
of the American Hospital Association, died at his home in 
Chicago Feb. 3, aged 74, of cerebral hemorrhage. Dr. Mac- 
Eachern was born in Argyle, Ontario, Canada, Aug. 27, 1881. 
He was a school teacher at Fenelon Falls, Ontario, from 1902 
to 1906. Then after graduation from the McGill University 
Faculty of Medicine in 1910 and a short internship at the Royal 
Victoria Hospital in Montreal, he was for one year a resident 
physician and for two years medical superintendent of the 
Montreal Maternity Hospital. From August, 1913, to April, 
1922, he was general superintendent of the Vancouver General 
Hospital in Vancouver, British Columbia, and was director gen- 
eral of the Victorian Order of Nurses for Canada, surveying 
nursing conditions in Canada from 1922 to 1923, when he came 
to the United States and joined the American College of Sur- 
geons as associate director of hospital activities. In 1935 he was 
named chairman of the administrative board of the American 
College of Surgeons, in 1949 became director, and in 1951 di- 
rector emeritus. In March, 1951, he became director of profes- 
sional relations of the American Hospital Association. Dr. 
MacEachern founded the program in hospital administration at 
Northwestern University Medical School in 1943 and directed 
the course until 1955, when he became honorary director. From 
1943 to 1948 he was also associate professor of medicine at 
Northwestern University Medical School, and at the time of his 
death held the title of associate professor of medicine, emeritus. 
From 1928 to 1940 he was special lecturer in hospital admin- 
istration, Cook County School of Nursing. His affiliations in- 
cluded: active life member, American Hospital Association; fel- 
low of the American College of Physicians; honorary fellow 
of the American College of Hospital Administrators, American 
College of Surgeons, and Australian Institute of Hospital Ad- 
ministrators; honorary life member, British Columbia Hospital 
Association and Illinois Hospital Association; honorary member, 
Academy of Medicine of Lima, Peru, American Association of 
Medical Record Librarians, American Committee on Maternal 
Welfare, Inc., American Dietetic Association, Alpha Omega 
Alpha fraternity, Academy of Surgery of Peru, Alpha Delta Mu 
fraternity, and Tennessee Hospital Association; member of the 
Alpha Kappa Kappa fraternity, College of Physicians and Sur- 
geons of Ontario, College of Physicians and Surgeons of British 
Columbia, and Canadian Medical Association. Honors awarded 
to Dr. MacEachern included: Award of Merit, American Hos- 
pital Association in 1939, Golden Key of Merit, American Con- 
gress of Physical Therapy in 1940, citation, Women’s Hospital 
Aids Association of Ontario in 1940, Gold Key, Tri-State Hos- 
pital Assembly in 1948, Gold Key, diamond set, Association 
of Western Hospitals in 1949, in recognition of his founding 
of the organization and his 21 years as honorary president, 
Winnipeg City Crest for contributions to human welfare and the 
arts and sciences in 1950, citations from the New England Hos- 
pital Assembly and Massachusetts Hospital Association in 1950, 
from the Illinois Hospital Association in 1951, the Chicago 
Hospital Council in 1951, and from the Comité des Hopitaux 
du Quebec, commendation from the Joint Commission on 
Accreditation of Hospitals for effective program in field of hos- 
pital standardization during 27 years at the American College 
of Surgeons, Gold Key award from the New England Hospital 
Assembly, Hall of Fame, Board of Hospitals and Homes of the 
Methodist Church in 1953, and others, Certificate of Appreci- 
ation, Medical Society Executives Conference, in June, 1953. 
Dr. Malcolm T. MacEachern Day was proclaimed for Aug. 16, 
1954, by Hospital Management. He was honorary president of 
the Inter-American Hospital Association, past-president of the 
American Hospital Association, International Hospital Associ- 
ation, of which he was vice-president from 1935 to 1938, Chi- 
cago Medical Society, and the American Protestant Hospital 
Association, and chairman, Association of University Programs 
In Hospital Administration, 1949-1950. He was secretary of the 





* Indicates Member of the American Medical Association. 


medical council of the United States Veterans Administration 
from 1925 to 1945. A specialist certified by the American Board 
of Obstetrics and Gynecology, Dr. MacEachern was a member 
of the joint committee on education of the American College 
of Hospital Administrators and the American Hospital Asso 
ciation, and chairman of the Tri-State Hospital Assembly. He 
was director of the Chicago Institute for Hospital Administra 
tors, honorary consultant at the Royal Prince Alfred Hospital 
at Sydney, Australia, since 1953, and honorary director, 
Technica Hospitalaria, Caracas, Venezuela, since 1954. For 
many years he was a member of the advisory editorial board 
of Hospital Management, member of the editorial board of The 
Modern Hospital, and one of the staff specialists of Hospitals. 
In 1925 he received an honorary doctor of science degree in 
hospital administration from Marquette University in Milwau- 
kee and an honorary doctor of laws degree from McGill 
University, Montreal, in 1950. 


Fronczak, Francis Eustace, Buffalo; born in Buffalo Sept. 20, 
1874; University of Buffalo School of Medicine, 1897; honorary 
president of the Polish Physicians and Dentists Association of 
America; served as president of the American Schoo! Hygiene 
Association and the International Society of Medical Health 
Officers; formerly vice-president of the American Public Health 
Association; in 1939 was a member of the North American 
Social Service Mission to Venezuela; an associate member of 
the American Medical Association; a member of the Association 
of Military Surgeons of the United States and the Buffalo 
Academy of Medicine; during World War I served on the Polish 
National Committee in Paris and in charge of Polish Army 
welfare; in 1919 a medical adviser to the first Red Cross Com- 
mission to Poland; United States medical adviser and relief 
administrator in Poland in the post-World War | period; in 
1946 served as coordinator to the Polish Mission of the United 
Nations Relief and Rehabilitation Administration; war-time 
honors included the Purple Heart, the French Legion of Honor, 
Croix de Guerre, and Medaille Militaire, the Gold Cross of 
Merit, Haller’s Swords, the commander in the Order of Polonia 
Restituta; in 1898 named physician at the county penitentiary; a 
member of the civil service commission from 1896 to 1902; 
health officer for the town of Cheektowaga from 1899 to 1910; 
in 1906 was a member of the Buffalo charter revision commis- 
sion; appointed assistant and acting health commissioner of the 
city for the years 1907-1909; the following year was appointed 
to the health commissionership and retired in 1946; member of 
the first council of the University of Buffalo, where he served 
on the faculty; taught sociology and medicine at D’Youville 
College; formerly assistant collaborating epidemiologist for the 
U. S. Public Health Service; honorary member of the staff of 
the Mercy Hospital, where he was past-president of the medical 
staff; died Dec. 27, aged 81, of coronary arteriosclerosis 


Adams, Richard Charles ® Rochester, Minn.; born in Woolner, 
Ontario, Canada, Aug. 7, 1906; Queen’s University Faculty of 
Medicine, Kingston, Ontario, 1931; interned at the Ottawa (Ont.) 
General Hospital; then practiced general surgery in Belleville, 
Ontario; on Oct. 1, 1935, came to Rochester as a fellow in 
anesthesiology and first assistant in anesthesiology in the Mayo 
Foundation; on Jan. 1, 1937, was appointed to the staff of the 
Mayo Clinic as a consultant in the section of anesthesiology 
and from April 1, 1952, to July 1, 1953, head of the section; 
in 1940 received the degree of master of science in anesthesi- 
ology from the University of Minnesota and in the same year 
was appointed an instructor in anesthesiology in the Mayo 
Foundation, Graduate School, University of Minnesota, where 
he was promoted to assistant professor in 1945 and to associate 
in 1948; specialist certified by the American Board of Anesthesi- 
ology; member of the American Society for Pharmacology and 
Experimental Therapeutics, the Alumni Association of the Mayo 
Foundation, and the Society of the Sigma Xi; fellow of the 
American Society of Anesthetists, serving as a member of the 
board of directors of that organization from 1945 to 1947 and 
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in 1948 as a member of the house of delegates; known also for 
his interest in music; produced and directed the Mayo Clinic 
Christmas show in 1949, and in 1950 was a co-producer of that 
year’s show; directed the Mayo Clinic orchestra known as the 
“Clinic Cavaliers”; author of “Intravenous Anesthesia,” pub- 
lished in 1944; died in the Worrall Hospital Jan. 21, aged 49, 
of coronary atherosclerosis and myocardial infarction. 


Lilienthal, Joseph Leo Jr. ® Baltimore; born in New York City 
Nov. 1, 1911; Johns Hopkins University School of Medicine, 
Baltimore, 1937; interned at Presbyterian Hospital in New York 
City; later an assistant resident and resident at Johns Hopkins 
Hospital; during World War II conducted the Navy’s aviation 
research in carbon monoxide; professor of environmental 
medicine at the Johns Hopkins School of Hygiene and Public 
Health and head of the hospital’s physiology division; associate 
professor of medicine at his alma mater; certified by the National 
Board of Medical Examiners; specialist certified by the Ameri- 
can Board of Internal Medicine; member of the Association of 
American Physicians, American Society for Clinical Investiga- 
tion, and the American Clinical and Climatological Association; 
medical research consultant to the National Military Establish- 
ment, the National Research Council, and the National Science 
Foundation; member of the medical advisory board of the Mus- 
cular Dystrophy Associations of America; associate editor of 
Psychosomatic Medicine and Journal of Chronic Diseases; died 
Nov. 19, aged 44, of coronary occlusion. 


Conn, Harold Russell, Oakland, Calif.; born Jan. 31, 1889; 
Jefferson Medical College of Philadelphia, 1912; specialist 
certified by the American Board of Orthopaedic Surgery; mem- 
ber of the American Orthopaedic Association, Clinical Ortho- 
paedic Society, Industrial Medical Association, and the Ameri- 
can Academy of Orthopaedic Surgeons; fellow of the American 
College of Surgeons; served with the Royal Army Medical Corps 
overseas during World War I; in 1940 was made a member of 
the advisory committee on orthopedic surgery of the National 
Research Council and in this capacity assisted the surgeons 
general of the Army and Navy; later became consultant to the 
Fifth Service command, which included the states of Ohio, 
Indiana, West Virginia, and Kentucky; formerly on the staffs 
of the Goodyear Hospital, City Hospital, St. Thomas, and 
Children’s hospitals of Akron; retired medical director of all 
Goodyear Tire and Rubber Company domestic plants; served 
as orthopedic consultant at Veterans Administration Hospital; 
died in San Francisco Dec. 15, aged 66. 


Cohen, Louis Harold ® New Haven, Conn.; born in New Haven 
July 9, 1906; Yale University School of Medicine, New Haven, 
1931; specialist certified by the American Board of Psychiatry 
and Neurology; certified by the National Board of Medical 
Examiners; taught psychology at the University of Connecticut 
and Wesleyan University; served on the faculty of his alma 
mater and the University of Illinois College of Medicine in 
Chicago; member of the American Psychiatric Association; 
clinical assistant in medicine at Guy’s Hospital in London, 1934- 
1935; senior research psychiatrist at the State Hospital, Worces- 
ter, Mass., from 1935 to 1939; clinical director of the Manteno 
(Ill.) State Hospital, 1939-1940, and the Norwich (Conn.) State 
Hospital, from 1940 to 1945; for many years on the staffs of 
the Grace-New Haven Community Hospital and St. Raphael’s 
Hospital; joint author of “Murder, Madness and the Law”; died 
Dec. 30, aged 49. 


Bowing, Harry Herman, San Mateo, Calif.; born in Richmond, 
Ind., July 22, 1884; University of Pennsylvania School of 
Medicine, Philadelphia, 1917; interned at St. Joseph’s Hospital 
in Philadelphia; in August, 1918, entered the Mayo Foundation 
in Rochester, Minn., as a fellow in surgery; in June, 1919, be- 
came head of the section of radium therapy at the Mayo Clinic 
in Rochester, Minn., and held this post until July, 1948, when 
he became a senior consultant in the same section; appointed 
an instructor in radiology in the Mayo Foundation, Graduate 
school, University of Minnesota, Rochester, in 1922, assistant 
professer in 1929, associate professor in 1933, and full professor 
in 1936; speciakst certified by the American Board of Radiology; 
past-president of the American Radium Society; member of 
the American College of Radiology; died Dec. 7, aged 71, of 
cerebral hemorrhage. 
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Aderhold, Wiley Austin ® Carrollton, Ga.; Atlanta Schoo} of 
Medicine, 1908; died in the Crawford W. Long Hospital. 
Atlanta, Sept. 11, aged 76, of malignant lymphoma. 


Allen, Walter Earl, Sweet Water, Ala.; University of Tennessee 
College of Medicine, Memphis, 1916; member of the American 
Academy of General Practice and the Medical Association of 
the State of Alabama; died Dec. 13, aged 66, of coronary 
occlusion. 


Armstrong, William Buckingham # Atlanta, Ga.; Emory Univer. 
sity School of Medicine, Atlanta, 1931; specialist certified by 
the American Board of Otolaryngology; served during World 
War II; associate in otology and rhinolaryngology at his alma 
mater; on the staffs of the Grady and Emory University (Ga,) 
hospitals and Henrietta Egleston Hospital for Children; died jn 
Philadelphia Dec. 2, aged 49. 


Atwood, William Goodson ® Carrollton, Mo.; Washington 
University School of Medicine, St. Louis, 1911; died Sept. 14, 
aged 71, of cerebral embolism. 


Ball, Elizabeth Browning # Springfield, Ill.; College of Physi- 
cians and Surgeons of Chicago, School of Medicine of the 
University of Illinois, 1907; member of the American Academy 
of Pediatrics; at one time practiced in Quincy, where she served 
as secretary of the Adams County Medical Society; for many 
years associated with the Illinois Department of Health; formerly 
on the staff of the Blessing Hospital in Quincy; died in St. John’s 
Hospital Dec. 31, aged 73. 


Barnett, George De Forest ® Palo Alto, Calif.; Leland Stanford 
Junior University School of Medicine, San Francisco, 1913; 
emeritus professor of medicine at his alma mater; specialist 
certified by the American Board of Internal Medicine; member 
of the American Society for Clinical Investigation; served 
during World War I; chief of the Stanford medical service at 
the San Francisco Hospital from 1924 to 1949; died Dec. 9 
aged 71, of coronary occlusion. 


? 


Barney, John Murray, Denver; Denver College of Medicine, 
1902; professor emeritus of medicine at the University of 
Colorado School of Medicine; an associate member of the 
American Medical Association; served during World War |; on 
the staff of the Denver General Hospital; died Dec. 9, aged 80, 
of cerebral hemorrhage. 


Batchelor, Thomas Victor, Bovina, Miss.; Memphis (Tenn.) 
Hospital Medical Coilege, 1902; died Dec. 2, aged 75, of myo- 
cardial infarction. 


Baxter, Stephen Henry © Minneapolis; University of Minnesota 
College of Medicine and Surgery, Minneapolis, 1902; past- 
president of the Minnesota State Medical Association and the 
Hennepin County Medical Society; member of the board of 
directors of the Sister Kenny Foundation; on the staffs of the 
Abbott and Franklin hospitals; died Dec. 7, aged 77, of coronary 
thrombosis. 


Benjamin, Clayton Charles ® Port Huron, Mich.; University 
of Michigan Department of Medicine and Surgery, Ann Arbor, 
1907; served as health director of Port Huron; died Oct. 20, 
aged 73, of cancer. 


Berry, James William @ Bakersville, N. C.; Bowman Gray 
School of Medicine of Wake Forest College, Winston-Salem, 
1944; past-president and secretary of the Mitchell-Yancey 
Counties Medical Society; member of the American Academy 
of General Practice; served during World War II; interned at 
the Hartford (Conn.) Hospital; died in the Memorial Hospital, 
Johnson City, Tenn., Nov. 13, aged 36, of coronary disease. 


Boyce, John Mayson, Bessemer City, N. C.; North Carolina 
Medical College, Davidson, 1903; died in Gastonia Nov. / 
aged 76. 


Carothers, Paul Henry Jacob ® Broken Bow, Neb.; Lincoln 
Medical College of Cotner University, 1910; died in the Clark- 
son Hospital, Omaha, Oct. 29, aged 74, of aneurysm of the 
abdominal aorta. 


Denson, Fred Hammond Bessemer, Ala.; Birmingham Me«'cél 
College, 1912; died in the West End Baptist Hospital, Birm "& 
ham, Nov. 29, aged 66, of ruptured abdominal aortic aneur)>™. 
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De Verges, Philip Cajetan, New Orleans; Medical Department 
of Tulane University of Louisiana, New Orleans, 1903; member 
of the Louisiana State Medical Society; past-president of the 
Louisiana State Pediatric Society; died Nov. 9, aged 75. 


Dutton, Charles E. ® Minneapolis; University of Minnesota 
College of Medicine and Surgery, Minneapolis, 1889; served 
as health commissioner; died in the Asbury Hospital Nov. 5, 


aged 93, of coronary thrombosis. 


Dvar, Burt Alvano, Custer, S. D.; University of Minnesota 
College of Medicine and Surgery, Minneapolis, 1905; served in 
France during World War I; at one time associated with the 
U. §. Public Health Service; once served as an assistant state 
public health officer; died in Rapid City Oct. 9, aged 77, of 
carcinoma of the prostate. 


Farly, Calvin Sylvester, Camden, Ark.; College of Physicians 
and Surgeons of Chicago, School of Medicine of the University 
of Illinois, 1900; past-president of the Quachita County Medical 
Society; on the staff of the Camden Hospital; died in the 
Quachita County Hospital Nov. 30, aged 82, of gangrene of 
the leg. 


Gardiner, George Logan ® Gueydan, La.; Medical Department 
of Tulane University of Louisiana, New Orleans, 1906; past- 
president of the Vermillion Parish Medical Society; on the staff 
of the Gueydan Memorial Hospital; died Nov. 28, aged 71, of 
cerebral hemorrhage. 


Hedin, Raymond Freeman © Red Wing, Minn.; University of 
Minnesota Medical School, Minneapolis, 1931; specialist certi- 
fied by the American Board of Surgery; fellow of the American 
College of Surgeons; on the staffs of the Red Wing Hospital and 
St. John’s Hospital, where he died Oct. 21, aged 49, of coronary 
thrombosis. 


Herman, Israel, Brooklyn, N. Y.; Long Island College Hospital, 
Brooklyn, 1901; died in New Rochelle (N. Y.) Hospital Nov. 21, 
aged 79. 


Holden, John Francis, White Plains, N. Y.; Fordham University 
School of Medicine, New York City, 1913; member of the 
Medical Society of the State of New York; specialist certified by 
the American Board of Otolaryngology; fellow of the American 
College of Surgeons; served during World War I; on the staffs 
of the New York Hospital-Westchester division, St. Agnes 
Hospital, and the White Plains Hospital; died Dec. 24, aged 66, 
of coronary thrombosis. 


James, Joseph Dexter © Springfield, Mo.; Barnes Medical 
College, St. Louis, 1910; specialist certified by the American 
Board of Obstetrics and Gynecology; member of the Central 
Association of Obstetricians and Gynecologists; fellow of the 
American College of Surgeons; past-president of the Greene 
County Medical Society; on the associate staffs of the Spring- 
field Baptist Hospital and Burge Hospital; on the active staff 
of St. John’s Hospital, where he died Dec. 5, aged 79, of 
adenocarcinoma of the ileum. 


Jennings, Charles R., Compton, Calif.; Baltimore University 
School of Medicine, 1890; died Dec. 3, aged 91. 


Kaiser, Harry ® Brooklyn, N. Y.; Long Island College Hospital, 
Brooklyn, 1926; fellow of the American Academy of General 
Practice; member of the International College of Surgeons; on 
the staffs of the Bushwick and Evangelical Deaconess hospitals; 
died Dec. 25, aged 52. 


Kaminstein, Isidor, Jamaica, N. Y.; Eclectic Medical College, 
Cincinnati, 1922; an associate member of the American Medical 
Association; specialist certified by the American Board of 
Derm:tology and Syphilology; served on the staffs of the New 
York Skin and Cancer Hospital in New York City, Queens 
Gener] Hospital, and the Jamaica Hospital, where he died 
Nov. 29, aged 61, of cerebral hemorrhage. 


Kellogg, Karl Hugh, Chula Vista, Calif.; Detroit College of 
Medicine, 1904; died in the Paradise Valley Sanitarium and 
Hospital, National City, Dec. 22, aged 74, of pneumonia and 
Coronary thrombosis. 
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Landers, Arthur E., Reno, Nev.; University of Maryland School 
of Medicine, Baltimore, 1907; for some time assistant super 
intendent of the Nevada State Hospital; on the staffs of the 
Washoe Medical Center and St. Mary's Hospital, where he died 
Oct. 11, aged 77, of cardiac decompensation and arteriosclerotic 
heart disease. 


Lucius, Richard Spurgeon * FEutaw, Ala; Atlanta College of 
Physicians and Surgeons, 1904; died Dec. 8, aged 75, of coronary 
thrombosis. 


McGarrahan, John Francis, Cohoes, N. Y.; Albany (N. Y.) 
Medical College, 1894; an associate member of the American 
Medical Association; fellow of the American College of Sut 
geons; for many years director of the Cohoes Savings Bank 
chief medical examiner for the draft board during World War ! 
consulting surgeon to Cohoes (N. Y.) Memorial Hospital and 
the Leonard Hospital in Troy, where he died Nov. 14, aged 82, 
of chronic myocarditis and arteriosclerosis 


Maddren, William Harvey ® Freeport, N. Y.; Johns Hopkins 
University School of Medicine, Baltimore, 1901; died in Bruns 
wick Hospital, Amityville, Oct. 17, aged 80, of cerebral 
thrombosis. 


Martin, Leonidus Hamilton, Hattiesburg, Miss.; Medical Depart- 
ment of Tulane University of Louisiana, New Orleans, 1906; 
past-president of the Forrest County Medical Society; served 
during World War 1; died in the Veterans Administration 
Hospital, Biloxi, Nov. 16, aged 77. 


Mastin, Orville Charles ® Waynesville, N. C.; Detroit College 
of Medicine, 1886; member of the Medical Association of the 
State of Alabama; died Oct. 17, aged 93 


Morvillo, Filippo, Brooklyn, N. Y.; Regia Universita di Napoli 
Facolta di Medicina e Chirurgia, Italy, 1899; died in the Long 
Island College Hospital Sept. 26, aged 80, of cerebrovascular 
accident and arteriosclerosis. 


Ochsner, Edward H. ® Chicago; Rush Medical College, Chicago, 
1894; for many years adjunct professor of clinical surgery at 
College of Physicians and Surgeons of Chicago, School of 
Medicine of the University of Illinois; member of the Southern 
Surgical Association; fellow of the American College of Sur- 
geons; past-president of the Illinois State Charities Commission 
and Illinois State Medical Society; member of the Selective 
Service, 1917-1918; author of several books; consulting surgeon 
at the Augustana Hospital, where he died Jan. 22, aged 88 


Walker, Elijah Alexander, Kansas City, Mo.; Meharry Medical 
College, Nashville, Tenn., 1906; on the staff of the Wheatley 
Provident Hospital; died in December, aged 78. 


Webb, Harold Randall ® Brunswick, Maine; Johns Hopkins Uni- 
versity School of Medicine, Baltimore, 1906; formerly practiced 
in Arlington, Mass., where he was city physician and police sur- 
geon, and on the staff of the Symmes Arlington Hospital; served 
as school physician and town health officer in Brunswick: died 
Oct. 28, aged 76, of uremia. 


Wharton, Cloyd Franks ® Akron, Ohio; Ohio State University 
College of Medicine, Columbus, 1914; served during World War 
I; on the staff of the Akron General Hospital, where he died Dec. 


2, aged 67, of coronary thrombosis. 


Wilson, Charles Wesley, Vineland, N. J.; Jefferson Medical Col- 
lege of Philadelphia, 1890; an associate member of the Amer- 
ican Medical Association; died Dec. 3, aged 88 


Wilson, Ida May, Columbus, Ohio; Ohio Medical University, 
Columbus, 1896; served on the staff of the Florence Crittenton 
Home; died in Galloway Dec. 19, aged 92, of heart disease and 
arteriosclerosis. 


Zehnder, Anthony Charles ® Newark, N. J.; Cornel! University 
Medical College, New York City, 1907; member of the Ameri- 
can Academy of Ophthalmology and Otolaryngology; past-presi- 
dent of the Essex County Medical Society; served during World 
War I; consulting ophthalmologist at Mountainside Hospital in 
Montclair; senior attending surgeon at Eye and Ear Infirmary, 
and attending physician at St. James Hospital; died Dec. 1, 
aged 74. 
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FOREIGN LETTERS 


BRAZIL 


Keloidal Blastomycosis.—Dr. Jorge Lobo in Anais da Faculdade 
de medicina (vol. 14, no. 2) reviewed all the reported cases of 
a special type of blastomycosis that he described in 1931. Ke- 
loidal blastomycosis differs from other forms of blastomycosis 
in that (1) the characteristic lesion is keloidal; (2) it is found 
chiefly in the Amazon vailey; (3) the causative agent is a fungus 
that is difficult to cultivate; in cultures the new colonies are 
white and become gray or brown with development; (4) micro- 
scopically the lesions are characterized by diffuse histiocytic 
proliferation, with xanthoma of the deeper parts; in old lesions 
fibroses frequently develop, with the formation of nodules and 
pseudotubercles; (5) the parasites are abundant in the tissues and 
reproduce by simple budding; the young forms are observed as 
halters and short, connected chains; (6) intradermal tests show 
an immune reaction; (7) deviation of the complement may be 
observed by using the antigen from a culture of the fungus; (8) 
the course is benign and chronic, the lesion being confined to the 
portal of entry and; (9) treatment used for other types of blasto- 
mycosis is ineffective in this form of the disease. 





Tumors of the Lungs.—At a meeting of the chest department of 
the Associacao Paulista de Medicina, Dr. M. A. Nogueira Car- 
doso stated that pulmonary tumors may be obstructive, dis- 
tinguished by symptoms and signs of chronic obstructive pneu- 
monitis, or nodular, with few or no signs at all and diagnosed 
mainly by radiology. Planigraphy is a valuable adjunct to routine 
roentgenograms and has practically eliminated the necessity for 
bronchography. Bronchography and bronchoscopy are of value 
only when the obstruction occurs in the bronchi. They are of 
some aid when the obstruction occurs in the segmental bronchi 
and are useless and contraindicated in the nodular forms. Since 
the cytological examination of sputum is negative in at least 40% 
of the patients with cancer, it is significant only when positive. 


BCG Vaccine.—Drs. Adel Alvim and Erotides Arruda do 
Nascimento studied a group of children, not inoculated with 
vaccine, born between January, 1947, and June, 1954, and re- 
ported their observations in Revista brasileira de tuberculose 
(May 23, 1955). The tuberculous morbidity and case fatality rates 
in this group were compared with those of children born in the 
same period who had been inoculated with BCG vaccine. In the 
vaccinated group the proportion of more serious forms of 
tuberculosis and of deaths from tuberculosis was higher in spite 
of antibiotic treatment. 


FINLAND 


Bronchostenosis.—Heino Laitinen and his co-workers (Ann. 
chir. et gynaec. Fenniae |supp. 1| 44:1,1955) reported that plain 
radiograms and tomograms of 397 patients were examined in 
order to determine the incidence of bronchostenosis in connec- 
tion with pulmonary tuberculosis. In only relatively few cases of 
this series did tomograms directly reveal bronchial changes, but 
sequelae of bronchostenosis were demonstrated radiologically 
in 361 patients. Bronchostenosis caused no radiologically demon- 
strable pulmonary changes until the stenosis reached the stage 
of check-valve occlusion, and only then did the bronchostenosis 
affect the clinical course of the tuberculosis. This type of oc- 
clusion was the greatest hazard associated with bronchostenosis. 
The tension cavity caused by check-valve occlusion impaired the 
prognosis of the pulmonary tuberculosis and caused severe 
exacerbations of the disease. On the other hand, total obstruc- 
tion of a bronchus was associated with a favorable prognosis 
as it caused atelectasis, which furthered the healing of the pul- 
monary lesions. Often it transformed tuberculous cavities into 








The items in these letters are contributed by regular correspondents in 
the various foreign countries. 


so-called rounded densities that were relatively benign. Obstryc. 
tion of a draining bronchus also sometimes led to healing of , 
cavity by transforming it into a fibrous scar. Generally speaking 
however, bronchostenosis lessened the patient’s chances of re. 
covery. The present investigation clearly shows that, at least in 
this modern era of antibiotics, the prognosis of pulmonary tuber. 
culosis depends not so much on the parenchymal process as on 
the bronchial changes. 


Hyperemesis Gravidarum.—Jarvinen and Uuspiaia (Ann. chir. ¢; 
gynaec. Fenniae 44:170-175, 1955) reported that 20 patients with 
severe hyperemesis gravidarum were treated with corticotropin 
in the hospital. Twenty units of corticotropin gel injected intra- 
muscularly every day for five days abolished nausea and vomit- 
ing without any detrimental effects in all these patients. Recur- 
rences in two patients were cured permanently by repeating the 
treatment without hospitalization. On the basis of the effective- 
ness of the treatment with corticotropin, the hypothesis has been 
put forward that a temporary secondary hypopituitarism js 
present in hyperemesis gravidarum. 


Skin Cap Arthroplasty.—At the annual meeting of the Finnish 
Surgical Association in November, Prof. K. E. Kallio said that 
he used a fresh autogenous graft of skin and subcutaneous tissue 
as the interposed material in 33 arthroplasties of the hip. There 
were no complications and the results were most encouraging. 
Changes in full-thickness skin grafts buried in tissue were studied 
at Professor Kallio’s suggestion by Dr. Risto Kivilaakso, who 
found that the body destroys or isolates the tissue that is ecto- 
dermal in origin and transforms the tissue that has developed 
from the mesoderm into a part of itself. 


Blood Volume Studies——Dr. L. W. F. Linden (Ann chir. et 
gynaec. Fenniae |supp. 7| 44:1, 1955) stated that studies of pa- 
tients with normal blood volume and patients suffering from a 
blood volume deficiency (carcinoma, hemorrhage, and dehydra- 
tion) confirm the theory that the organism, in spite of protein 
depletion and weight loss, is capable of maintaining the blood 
volume at a level corresponding to the lean body mass and of 
compensating the erythrocytic deficit by increasing the plasma 
volume. The regulating mechanism is closely related to general 
adaptation as described by Selye. 


FRANCE 


Effect of Antibiotics.—At a meeting of the Academy of Sciences, 
Callet and Jacquot reported that feeding antibiotics to pigs and 
birds does not cause a gain in weight but rather hastens senility. 
Precocious fattening in animals fed chlortetracycline is caused 
by decreased activity and a decreased nucleoplasmic content in 
the liver. The antibiotic shortened the life of the animals. 


Norwegian Scabies—At the same meeting Hissard and his 
co-workers stated that vitamin A deficiency plays a dominant 
part in the pathogenesis of radesyge, or Norwegian scabies. 
Treatment of this condition by a parasiticide alone is not suffi- 
cient, but success can be achieved by giving vitamin A in addition 
to the usual measures. 


Sexuality in Patients with Psychomotor Epilepsy.—Gastaut and 
Collomb reported in Annales médico-psychologiques (2:657 
{[Dec.] 1954) that hypersexuality in patients with psychomotor 
epilepsy is a rare event that appears suddenly. The patient has 
no memory of violent acts. Conversely, in hundreds of patients 
hyposexuality is observed. In one series of 36 patients, 26 ¢X- 
hibited no sexual activity. The primary and secondary sexual 
characteristics in these patients are normal. This hyposexuality 
could not be attributed to the depressing action of barbiturates 
because these patients were treated with hydantoins. In some 
patients, barbiturates have even ameliorated this sexual insuff- 
ciency. The authors explain hyposexuality on the basis of cere 
bral lesions, especially those of the rhinencephalon. 
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Cancer of Tonsils—During the National Days of Electroradi- 
ology of Paris in October, Lamarque and his co-workers re- 
ported results in 66 patients treated by endoroentgenotherapy. 
in their method the bed of the tumor is protected. They believe 
that for the forms limited to the gland bed this method is best. 
Baclesse and Ennuyer, on the other hand, treated 534 patients 
with epithelioma of the tonsil at the Curie Foundation by irradi- 
ation. In 77% of these, lymph adenopathy was the sign first 
noted. In 84%, the adenopathy was unilateral. Of the 126 pa- 
tients without adenopathy, 27, and of the 408 with adenopathy, 
69 survived five years or more. 


Herpes in Infants.—At a meeting of the Pediatrics Society in 
April, Professor Debré and his co-workers told of an infant who 
had necrotic cutaneous and mucosal lesions and deep ulcers of 
the tongue. Edema and cachexia developed, and the child died. 
Autopsy revealed herpetic lesions of the esophagus, pericardium, 
liver, spleen, and adrenals. The speakers attributed this disease 
to a lack of antibodies transmitted from the mother to the baby. 
They recommend the treatment of herpes in expectant mothers, 
with use of gamma globulin as a preventive measure. 


Rauwolfia Serpentina.—At a meeting of the Medical Society of 
Paris Hospitals in October, J. Nick reported on a series of eight 
patients with severe hypertension in whom after two or three 
months of treatment with Rauwolfia serpentina melancholic de- 
pression developed. The depression had no connection with the 
amount of the drug given, and in six the depression disappeared 
after withdrawal of the drug. In the other two, electroshock 
therapy was necessary. 


ISRAEL 


Morbidity Among Yemenite Immigrants.—Mary Gordon of the 
Ha’ayin Yemenite Camp Hospital reported that of the large 
ethnic groups that were part of the mass immigration into Israel 
between 1948 and 1950, the Yemenite group, of whom there 
were about 54,000, was the only one about whose medical his- 
tory there were no records. It was known that they had no trained 
medical care and that they had lived under primitive conditions. 
The first medical care of groups of immigrants was provided in 
Aden in 1948, where they were found to be in an undernourished 
and exhausted state. Almost all were infected with malaria, 
caused by both Plasmodium falciparum and P. vivax. The emer- 
gency medical service in Aden, limited both in time and per- 
sonnel, could only deal with patients with acute states. In Israel, 
after these immigrants were accommodated in camps with per- 
manent medical service, their physical condition could be 
assessed. It was discovered that the favorite methods of treat- 
ment in Yemen were (1) burning the place of maximum pain, 
(2) treating with herbs, and (3) the equivalent of witchcraft such 
as amulets and the evil eye. The position of the scars from the 
burns frequently helped in getting a history of previous illnesses. 
The morbidity among this group is based on the first 1,000 adult 
admissions into the hospital. The greatest number of admissions 
was for acute infections, respiratory, malarial, gastrointestinal, 
and salmonellosis predominating. The other acute illnesses were 
similar to those found in any other ethnic group. 

Tuberculosis accounted for 7.6% of all admissions, several 
members of this group having both pulmonary and skeletal 
tuberculosis. The incidence of tuberculosis is still higher among 
Yemenites than in any other group. Infection with Treponema 
pallidum was the greatest surprise to the medical personnel. It 
was soon realized that the form was not venereal but of the 
endemic type found in Arabs and known as bejel; 1.2% of those 
examined showed signs of this disease. The most prevalent 
chronic disease was found to be infection with Schistosoma man- 
soni; 47.9% of the males and 30.4% of the females had posi- 
tive results on skin tests and parasites in the stool. The incidence 
of positive reactions increased with age and ranged from about 
3% in children to 3 or 4 years old to 84.6% in adults over the 
age of 50 years. Tropical ulcers were observed in 40% of all 
Yemenite immigrants. The ulcers were usually on the exposed 
surfaces, such as arms and legs, and were due to exposure, 
undernourishment, and exhaustion. Some of the ulcers exposed 


the underlying bone. The infective agents were spirilla and fusi- 
form bacilli, 
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Tuberculosis is being dealt with on a nationwide scale. The 
elimination of bejel is almost a certainty, though it requires 
long-term planning. There should be very few new infections 
Schistosomiasis represents the greatest unsolved problem. Malig- 
nant disease in any form was rarely observed, and coronary 
artery disease is nonexistent in this group; however, chronic 
endocarditis, mostly postrheumatic, is a frequent finding. Hyper 
tensive disease occurs very occasionally. All forms of chronic 
diseases of the respiratory system, such as bronchiectasis, cystic 
disease of the lungs, chronic bronchitis, and emphysema, have 
a higher incidence than in other groups 


Scorpion Sting.— S. Adler and his co-workers re ported in Hare- 
fuah (49:216, 1955) the case of a 19-month-old infant who was 
stung above the ankle by a scorpion identified as an adult speci 
men of Buthus quinquestriatus. Immediate treatment at home 
consisted of infiltration with 2% procaine around the site of 
the sting. The patient was admitted to the hospital two hours 
later, with restlessness and signs of intense pain. On admission 
there was foam around the mouth; the oral region was con- 
gested; the distal part of the extremities was cyanotic; the skin 
over the whole body was cold and clammy; the abdomen was 
distended and hard; the systolic pressure was 60; and the pulse 
was rapid and thin. The child vomited a milky fluid and later 
“coffee grounds.” The site of the sting was somewhat swollen 
Immediate treatment consisted of intravenous infusions of 50 
cc. of sodium chloride followed by 50 cc. of 5% dextrose solu- 
tion, with 1 cc. of 1% procaine and administration of 50 mg. 
of phenobarbital. Five hours later the child received a total of 
2.3 cc. of hemolymph collected from 35 scorpions. His con- 
sciousness had become clouded and he could no longer recog- 
nize his parents, but, 40 minutes after the hemolymph was in- 
jected, he passed urine for the first time after the accident. The 
urine was normal. Two hours later he woke up screaming with 
pain, but his consciousness was no longer impaired and he rec- 
ognized his parents. Further improvement took place without 
any complication. The injection of 2.3 cc. of hemolymph was 
followed by no toxic effects apart from the appearance of a 
significant eosinophilia six days after treatment 

To collect the hemolymph, a scorpion is grasped in a forceps 
by its tail, placed on a wooden board, and maintained in a hori 
zontal position on its ventral surface by a series of elastic bands 
The dorsum is cleaned with alcohol, and hemolymph is drawn 
into a tuberculin syringe fitted with a 2S-gauge needle that 
pierces the thin membrane between the last two segments of 
the mesosoma. From 0.1 to 0.4 cc. of hemolymph can be with- 
drawn from an adult scorpion without fatal effects, and, after 
resting and feeding, the animal can be used again. In this case 
there was no choice but to use hemolymph, since specific serum 
was not available and the death rate in infants after the sting 
of this species of scorpion is about 75%. Hemolymph appears 
to have advantages over commerical immune serum in that its 
neutralizing titer in vitro is higher. 


Water Metabolism.—K. Guggenheim of the Hadassah Medical 
School reported at the Rambam Congress of the Israel Medi- 
cal Association in Tel-Aviv that rats maintained on diets de- 
ficient in protein, thiamine, pyridoxine, pantothenic acid, ribo- 
flavin, or choline exhibit a delayed diuretic response to a water 
load. Pitressin was found to exert a more powerful and pro- 
longed effect on animals deficient in protein or thiamine than 
on controls receiving a normal diet either ad libitum or in re- 
stricted amounts. Experiments carried out in vivo and in vitro 
showed that the ability of the liver to inactivate Pitressin is 
impaired, if the intake of protein, thiamine, or choline is de- 
ficient. Vitamin B,». and chlortetracycline were found to restore 
the impaired ability of the liver to destroy Pitressin. It is assumed 
that this failure to inactivate Pitressin may be one of the causes 
of the observed water retention in these forms of experimental 
deficiency and possibly of the edema that ofien accompanies pro- 
tein and thiamine deficiencies in man as well. In pyridoxine, 
pantothenic acid, and riboflavin deficiencies, however, the ability 
of the liver to destroy Pitressin was found to be normal. Since 
animals with these conditions increase their diuretic response to 
a water load after treatment with cortisone or corticotropin in 
contrast to well-fed controls, it is concluded that the water re- 
tention in rats deficient in pyridoxine, pantothenic acid, and 
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riboflavin is due to inadequate stimulation of the adrenals by 
corticotropin. The above conclusions concerning the mechanism 
of water retention in different forms of nutritional deficiency 
were confirmed using a load of inulin parenterally. In rats de- 
ficient in pyridoxine, pantothenic acid, and riboflavin, excretion 
of inulin was found to be delayed. Cortisone and corticotropin, 
which are without any effect on water and inulin excretion in 
normal animals, increased the excretion in deficient rats. It is 
therefore concluded that the depressed glomerular filtration of 
water and inulin is due to adrenal insufficiency resulting from 
these nutritional disorders. In protein and choline deficiencies, 
however, a normal excretion rate of inulin was found to be 
similar to that of normal rats treated with Pitressin. These find- 
ings, indicative of impaired hepatic inactivation of posterior 
pituitary hormone in these deficiencies, were thus confirmed. 


Institute of Forensic Medicine.—The Hebrew University Hadas- 
sah Medical School Institute of Forensic Medicine was opened 
in November, 1955, at Abu Kabir, near Tel-Aviv. The institute, 
named for the Hon. Leopold Greenberg, formerly judge of the 
appellate division of the South African Supreme Court, is a 
joint undertaking of the government and the medical school 
and will, for the first time, concentrate all medicolegal activities 
in Israel under one roof. As new personnel are trained, addi- 
tional branches will be opened in other cities. The ministries 
of justice, police, and health are all represented in the institute’s 
administration, but the institute’s professional staff will be under 
the jurisdiction of the medical school to avoid any misunder- 
standing or lack of confidence on the part of the public. The 
department of forensic medicine, now in its first year, will be at 
the university in Jerusalem, and practical instruction will be 
given at Abu Kabir. The plan was originally broached by Prof. 
1. Gordon of Natal University, who made a survey of medico- 
legal services in the country in 1952. No decision was taken 
at the time, but the question has assumed a new importance 
since the teaching of forensic medicine is a prerequisite for the 
recognition of the medical school by many universities abroad. 
In the course of an address to those at the opening ceremony, 
Judge Greenberg said: “Though not likely to bring material 
benefit to the State, the establishment of this Institute is an 
indication that Israel has not lost sight of the paramount 
importance of the rule of law.” 


ITALY 


Congress of Internal Medicine.—At the 56th national congress 
of the Italian Society of Internal Medicine in Rome in October, 
Professor Dell’ Acqua stated that the adrenals have been divided 
into zones and that many theories and hypotheses have been 
advanced. The closest to the truth appears to be that according 
to which the fascicular zone is the main stratum of the gland 
while the other two zones are reserve strata ready to become 
active under a variety of conditions. It is especially difficult to 
determine the hyperfunctional aspects of the medulla. There is 
a definite, though still undetermined, relationship between 
adrenal hyperfunction and the values of cholesterol and ascorbic 
acid in the adrenals and the blood. Professor Dell’ Acqua’s school, 
studying glycidic metabolism, demonstrated the special influence 
of adrenal hyperfunction and of the single adrenal hormones on 
this metabolism. It is generally accepted that the adrenals inter- 
vene in the absorption, transportation, and deposit in particular 
areas of lipids and in their in situ metabolism on the part of 
various tissues. On the other hand, the adrenals have almost no 
influence on protein metabolism. The influence of the cortical 
hormones on the water-salt metabolism is due not only to the 
steroid active on minerals but also to those steroids active on 
sugars. The adrenal cortex and, even more, the medulla have a 
marked influence on the heat-regulating and psychological 
processes. 

Thirty-three steroids have been isolated from the adrenals. 
Among the most important are hydrocortisone, corticosterone, 
Reichstein’s compound §S (11-desoxy-17-hydroxycorticosterone), 
and aldosterone. The physical signs are of little help in the diag- 
nosis of adrenal syndromes, because it is impossible to palpate 
these glands and because the tumors that originate in them, even 
if they can be felt, do not present characteristics by which they 
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can be differentiated from tumors of the nearby organs. In the 
case of a pheochromocytoma, however, palpation over the rena| 
fossa may cause a paroxysmal hypertensive syndrome. Body. 
section roentgenography, although difficult to interpret, can be 
valuable. Determinations of the adrenocortical hormones and 
their catabolites in the blood and urine are important, despite 
criticisms leveled against them. 

Adrenal cortical hyperfunction (Cushing’s syndrome), which 
is characterized by a particular kind of obesity, hypertension. 
hirsutism, and other signs, is commoner in women than in men. 
It can appear at any age and has a predilection for the brachy- 
morphic somatotype. Oligosymptomatic forms are common and 
difficult to diagnose. The prognosis is not good, and the treat- 
ment should be either by irradiation or surgery. Hormonal 
therapy is ineffective. 

The adrenogenital syndrome includes all the syndromes that 
involve alterations of the primary and secondary sexual char- 
acteristics that depend on the adrenals. The relationship between 
the adrenals and development of the genital organs varies from 
species to species and according to age and sex. Most authors 
do not accept the theory of Vines and Llusia, who ascribe to 
the adrenals, in addition to other activities, a “sexotropic” ac- 
tivity with perhaps the ability to substitute for the genital organs 
(third gonad). The overt adrenogenital syndrome (interrenalism) 
is associated, as a rule, with adiposity and muscular hypertrophy 
and is more frequent in women than in men. It can be fetal, pre- 
puberal, or postpuberal. The hormonal situation is always char- 
acterized by an increase of the 17-ketosteroids, a decrease of the 
11-oxysteroids, and an increase of corticotropin in the blood. 
Tumors of the adrenals, whether benign or malignant, must be 
designated as functioning or nonfunctioning. The symptoms of 
the latter are those of blastomas, but the diagnosis of location 
is extremely difficult. Pheochromocytoma is the typical function- 
ing tumor of the adrenal medulla. Despite the fact that reports 
on its occurrence are becoming more frequent, it is still rare. 


Professor De Blasi stated that the adrenogenital syndrome is 
caused by an excess production and secretion into the blood of 
sexual hormones on the part of the adrenal cortex and that it 
has as its anatomic basis either a bilateral cortical hyperplasia 
or a tumor (benign adenoma or a carcinoma). The clinical mani- 
festations induced by this type of hyperfunction vary according 
to the sex and the age of the patient. The speaker divided them 
into female pseudohermaphrodism, macrogenitosomia, and pre- 
puberal or postpuberal virilism. In each patient it is necessary 
to establish whether hyperplasia or a tumor is present, because 
in the former case treatment is expectant whereas in the latter 
an operation is indicated as soon as the diagnosis is established. 
The most reliable method of differentiating a tumor from hyper- 
plasia is by studying the urinary excretion of 17-ketosteroids after 
the administration of cortisone. In virilism caused by hyper- 
plasia, the 17-ketosteroids and the other active androgens will 
be decreased to the point of reaching normal values. If the 
virilism is caused by a tumor the response to cortisone will be 
negative. 

Adrenalectomy is indicated for all patients with adrenogenital 
syndrome caused by tumors. It is advisable before removing 4 
functioning adrenal tumor to prepare the patient as if adrenal 
insufficiency were to follow the operation. If the patient survives 
the operation and if functioning metastases (carcinomas) are nol 
present, the results of the removal of a virilizing tumor are 1n 
general satisfactory. This is not true of the results that follow 
the removal of the adrenal hyperplasia responsible for almost 
all the congenital forms and many of the acquired forms of 
virilism. Cortisone therapy has almost completely replaced 
partial adrenalectomy in the treatment of these forms. Broster 
alone believes adrenalectomy to be the treatment of choice (he 
has operated on 150 such patients without any deaths), especially 
in infants. In the adrenometabolic or Cushing’s syndrome there }s 
an increased production and secretion into the blood of glyco- 
corticoids, It is generally believed that the clinical manifestations 
are due to hyperfunction of the adrenal cortex, and, therefore, 
Cushing’s original concept that the condition is of hypophysial 
origin must be combined with the concept that the action ol the 
adrenal cortex is also indispensable in its causation. Surzeons 
are greatly interested in patients with adrenal cortical hyper 
function in full progression who are resistant to medical ‘real 
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Surgical treatment should aim at decreasing the hyper- 


ment. : : 
secretion of the adrenocortical hormones responsible for the 
symptoms. The approach to follow to obtain this result leads to 


the hypophysis and the adrenal cortex, both of which are the 
real orivin of the syndrome. Removal of the hypophysial aden- 
oma is indicated in exceptional cases, but irradiation of the 
hypophysis is believed to be the most promising conservative 


treatment. The technique followed at the Mayo Clinic should 


be used 

The syndrome caused by hyperfunction of the adrenal medulla, 
ie. by pheochromocytoma, is the most important from the 
surgical point of view, because surgical removal, now a relatively 
safe procedure, is the only treatment capable of producing a 
clinical recovery in most patients. The syndrome is due to an 
excess production and secretion into the blood of hormones from 
the adrenal medulla, with consequent symptoms of a hyper- 
metabolic and hypertensive type. The anatomic basis of this syn- 
drome is the presence in the organism, usually in the adrenals, 
of a chromaffin tumor, which is the pheochromocytoma. In 10% 
of these patients the tumor is bilateral; in 10% the location is 
outside of the adrenal; and in 10% the tumor is malignant 
(pheochromoblastoma). Clinically there may be a silent or mute 
form, a paroxysmal form (which is the commonest), and a per- 
manently hypertensive form. Accurate diagnosis is necessary to 
prevent useless operations. Operations performed on the basis 
of a wrong diagnosis in patients with pheochromocytoma are 
frequently fatal. The use of adrenolytic preparations with a 
transitory and reversible action, such as phentoiamine, has greatly 
decreased the operative mortality. Operative success depends on 
the complete removal of all the hyperfunctioning neoplastic 
tissue. The operation can be performed through the lumbar 
approach or through a transverse suprapubic laparotomy. 


NORWAY 


Anticoagulant Treatment of Coronary Disease.—Prof. P. A. 
Owren in Nordisk medicin for Nov. 17 laments the lack of 
standardization of the technique of anticoagulant treatment that 
has hitherto existed. In order to achieve a specific, quantitative 
test for both prothrombin and proconvertin, he has combined 
the Russell viper venom method for determining prothrombin 
with use of proconvertin-free ox plasma (or congenitally pro- 
convertin-free human plasma) as a reagent. Since 1949, and up 
to February, 1954, he has given anticoagulant treatment to 
1,749 patients. In most of these the treatment was short-term, 
but in 696 the short-term treatment was extended to long- 
term treatment outside the hospital. Bishydroxycoumarin and 
phenindione were the only anticoagulants used. As hemorrhage 
due to this treatment was observed, it was concluded that 
this mishap can be avoided while the patient is under observa- 
tion in the hospital where the dosage can be regulated. Control 
tests three times a week have usually been found sufficient. 
Of 128 patients suffering from anginal syndrome for more than 
a year but without infarction hitherto, 12 died either of myo- 
cardial infarction or suddenly of undetermined cause. There 
was also one death from chronic heart disease. The death rate 
in this series (about 5% per year) compares well with the death 
rate for anginal syndrome in a series of 7,000 patients at the 
Mayo Clinic. Owren’s follow-up examination showed that about 
33% had remained symptom-free, 33% were much improved, 
and the remaining 33% were worse or unimproved. 

In the same issue Prof. O. J. Broch notes that there is not 
much disagreement over the short-term treatment of acute myo- 
cardial infarction, but he is skeptical over the merits of long- 
lerm anticoagulant treatment, which is costly and is likely to 
foster neuroses. For about a year he has treated his patients 
with anginal syndrome alternately with anticoagulants and a 
placebo, with results not confirmatory to Owren’s claims. He 
deplores the tendency of laymen to stampede the judgment of 
physicians with regard to long-term treatment, which in his 
opinion should be confined to special cases characterized by 
repeated infarcts and a tendency to thrombosis. 

Anviher article in the same issue is by Prof. C. Holten who 
found that the combined heparin-bishydroxycoumarin treatment 
of acute coronary occlusion marks a definite improvement of 
the prognosis, This treatment should not be reserved for severe 
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attacks, for it is at first difficult to distinguish between the light 
and the severe attack, and even a light attack may be compli 
cated by thrombosis and embolism. On only four or five oc- 
casions has he observed slight hemorrhages in the 166 patients 
treated with the heparin-bishydroxycoumarin combination, With 
the Quick-Lehmann method, the dosage of anticoagulants could 
be regulated with sufficient accuracy to avoid thrombosis and 
embolism. Holten admits that he has been reluctant to use 
long-term treatment with anticoagulants, because of the diffi 
culties of regulating the dose in ambulatory patients 


Tuberculosis in the Armed Forces.-With mass radiographic 
control, tuberculin testing, and BCG vaccination of tuberculin- 
negative persons, it may now be claimed that the incidence of 
active pulmonary tuberculosis in the army has undergone an 
encouraging reduction. Figures for the navy are less favorable, 
but here, too, there has been improvement, according to Dr 
Herman Host (Nord. hyg. tidskr. 36:7-8, 1955), who states 
that the prospective recruit is first given a medical examination 
with tuberculin testing and, if he is tuberculin-negative, BCG 
vaccination. When he is ready for enlistment a year later, he 
is given a medical examination that includes mass radiography, 
tuberculin testing, and, if necessary, BCG vaccination. Every 
third month of military service mass radiography is repeated. 
Since 1954 the x-ray films have been read by two experts work- 
ing independently of each other. Between 1949 and 1952 the 
incidence of active pulmonary tuberculosis in the armed forces 
has fallen from 18 to 6 per 10,000. In the navy, the incidence 
in the same period has fallen from 33 to 12 per 10,000. In 
the air force there has been a decline in the same period, from 
9 to 7 per 10,000. Encouraging though the figures are for the 
army, Host argues that they would have been still better if 
stricter control had been exercised on men with a history of 
healed tuberculosis. He recommends that men with such a 
history should be classified as unfit for military service or at 
least as unfit for active duty. 


Memorial Fresco.—Last November Dr. John Caspersen, the 
director of the Rikshospital in Oslo, voiced his gratitude for 
the fresco that now adorns the reception hall of this hospital. 
It is the work of the Danish painter, Prof. Georg Jacobsen. In 
its right lower corner, the fresco presents Hippocrates, the 
Father of Medicine, surrounded by his followers, gazing out on 
a group of young people engaged in athletic exercises. Leonardo 
da Vinci is shown to the left, a symbol of man’s search for 
the secrets of the human body, 


UNITED KINGDOM 


Care of Infants.—The Ministry of Health has issued a memoran- 
dum to hospital boards, hospital management committees, 
and boards of hospital governors suggesting methods for im- 
proving the nursing and care of infants in maternity units. The 
ministry is uneasy about the possible spread of infection and 
the risk of accidents resulting from the congregation of a large 
number of infants in a hospital nursery. Most infants in a 
hospital are kept either in nurseries or in maternity wards with 
their mothers. The memorandum points out the dangers associ- 
ated with leaving a number of newborn babies alone in a 
nursery, especially at night, except for periodic visits from a 
nurse who attends the nursery in between other duties. Babies 
have sometimes been found dead in their cots from asphyxia 
due to the inhalation of vomitus. These deaths often occur in 
infants who are ailing, and, although rare, they are less likely to 
occur if infants are under constant supervision. The memoran- 
dum points out that the practice of keeping babies with their 
mothers has its advantages. The mother is taught to care for 
her baby, and a healthy mother-child relationship is established 
early. The risk of infection is also reduced if mother and child 
are in a single room, and even if several are in one room the 
chance of an epidemic occurring is reduced. Infants are not 
subject to changes of temperature and environment by being 
taken from the nursery to the maternity ward, and they are 
under the constant supervision of the nursing staff and the 
mother, so that any abnormal sign will quickly attract attention. 
The memorandum urges that wherever possible the infant should 
remain all the time with its mother and be removed only if 
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it is troublesome or the mother is ill. If infants are kept in a 
nursery, the ministry suggests that the unit be small and that 
cot spacing be adequate to minimize the chance of cross in- 
fection. The nursery should be near the maternity ward, so 
that the babies can be taken to their mothers quickly. When 
new maternity units are being designed the ministry suggests 
that provisions be made for rooming-in. 


Effect of Illness on Development.—Dr. Hewitt and his co- 
workers (Brit. J. Prev. & Social Med. 9:179, 1955) have ex- 
amined the records of 650 boys and girls over an average period 
of three and a half years during the second to fifth year of 
life. Skeletal development during these years was assessed from 
measurement of the increase in height and from roentgenograms 
of the right and left hands and knees. All illnesses, except colds 
and chronic debilitating illnesses, were recorded and classified 
in one of the following groups: exanthems, lower respiratory 
infections, skin diseases, and miscellaneous. It was found that 
illness has a stunting effect on growth, which is highly sig- 
nificant when measurements of sick children are compared with 
those of a control group who have remained healthy, but that 
stunting effect is slight when compared with the natural vari- 
ation in the height of children. Since there is no commensurate 
reduction in the rate of skeletal maturation, it seems likely that 
adult height will be affected to some extent by even the minor 
illnesses of childhood. In respect both of growth and of matura- 
tion, boys appear to have been more affected by their illnesses 
than girls. This is also reflected in the mortality rates of early 
childhood when boys, though subject to similar environmental 
stresses, have a risk of death 20 to 30% greater than that of 
girls. Interruptions of growth but not of maturation were also 
found in the years when transverse lines had appeared in the 
growing ends of the long bones. This was more clearly demon- 
strated in the girls than the boys. Such lines were frequently 
developed in conjunction with an episode of illness, particularly 
with bronchitis and exanthems. No one of the diagnostic groups 
of illnesses seemed to affect growth much more or less than 
any other. There was some slight indication that the maturation 
of the carpal bones was more susceptible to interruption by 
illness than that of the epiphyses of hand, wrist, and knee. 





More or Fewer Hospital Beds?—For many years the cry has 
gone up that Britain is short of hospital beds and that as finances 
permit more hospitals must be built. Mr. Somerville Hastings, 
an aural surgeon and Socialist member of Parliament, challenges 
the view that there is a shortage of hospital beds. He says that 
we need more up-to-date hospitals but not more beds, except 
in the mental hospitals. If more beds were available, they 
could not be staffed, as there are thousands of beds in existing 
hospitals empty for want of staff. We should do more to prevent 
patients from entering the hospital by bringing hospital facilities 
to their own homes. This applies particularly to the care of 
elderly patients. In treating most illnesses in older people, medi- 
cal and nursing care can be given in the home without moving 
the patient. Every town of any size that has no general hospital 
is now demanding one. If hospital facilities are brought to the 
patient’s home, local taxes would go up since these facilities are 
provided by the local authority, but heavy hospital expenditure 
would go down. The building of numerous small hospitals to 
supply local needs is neither efficient nor economical. Nor 
should every hospital expect to have inpatient facilities for every 
specialty. Hospitals can be grouped for this purpose so that 
inpatient treatment for eye or skin diseases can be provided 
only by one hospital in a group of three or four, and for the 
rarer specialties, such as neurosurgery and thoracic surgery, the 
group should be much larger. Transportation costs less than new 
hospitals. The best solution for present difficulties is the pro- 
vision of consultative stations for outpatients, making specialist 
advice readily available to local physicians and linking these 
stations with the parent hospital to which the specialist is at- 
tached. This might imply extension of existing hospitals, but 
it is better and cheaper than building a number of small hospitals 
remote from specialist advice. 


Mental Development and Upbringing.—Dr. A. Bourne (Lancet 
2:1156, 1955) has studied the records of 154 patients admitted 
to a hospital for mentally defective children. Those with and 
without organic disease made two separate groups, and the 
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psychological background, upbringing from birth, and behavior 
of each group was compared. Bourne concluded that extreme 
mental defectiveness could be attributed to grossly perverted 
early upbringing in about 10% of those children without mani. 
fest organic disease. In the first two years the affected children 
were reared by a psychopathic person or else deprived of the 
mother or mother substitute for long and repeated periods, |p 
some cases both factors operated. If this observation is correct. 
thousands of such defective children may be occupying hospita| 
beds in the country and as a group may be second in exten 
only to Mongolian idiots and patients with severe amentia. 
Bourne believes that a similar cause may account for many cases 
of mental defectiveness of a milder degree and that in patients 
with brain damage environmental factors may aggravate the 
defect to such an extent that hospitalization is necessary, The 
condition of these children affected by adverse environmental 
conditions in infancy is considered to be due to an abortive 
failure in organization and integration of ego function. Bourne 
calls this condition protophrenia to distinguish it from psychosis, 
in which ego organization forms and then disintegrates, and 
from organic retardation, which has different clinical mani- 
festations lacking certain patterns of development and behavior 
disturbance. He states that this psychogenic effect is man-made 
and preventable and that perhaps cases detected early may be 
reclaimed. 


More Nuffield Bequests.—The 10th report of the Nuffield Foun- 
dation has just been published. During the 10 years of its exist- 
ence it has made grants of $2,450,000 for medical research 
(including $826,000 for rheumatism). In the Tyne Valley a con- 
sultative industrial health service is being financed. The Burden 
Neurological Institute at Bristol is engaged in a study of the 
causes of mental deficiency, particularly following brain damage 
at or near birth. Another grant has been made for research into 
the causes of mental deficiency. A second heart-lung machine 
has been installed in the London Postgraduate Medical School 
with the help of the foundation, which will also purchase six 
more machines for other leading centers of surgical research. 
The financial difficulties in which many scientific journals find 
themselves has been realized by the Nuffield Foundation, which 
is granting $122,500 for five years to help those journals experi- 
encing such difficulties. The largest allocation last year was for 
the National Corporation for the Care of Old People. In addi- 
tion, a study by Prof. K. Franklin into the physiology of aging 
from conception to death and a survey in a metropolitan borough 
of the opportunities for employment for elderly workers are be- 
ing supported. A grant made in 1949 for research at Cambridge 
under Dr. Dorothy Hodgkin has resulted in the elucidation of 
the structure of vitamin B,. by roentgen-ray crystallography, and 
a grant to the Oxford Medical School in 1947 enabled Dr. R. 
Macfarlane and his team at the Radcliffe Infirmary to devise 
methods for extracting antihemophilic globulin from ox and 
pig blood. 


Actinomycin C.—Actinomycin C, an antibiotic derived from 
Streptomyces chrysomallus, has an inhibiting effect on the 
growth of the Ehrlich carcinoma and the Walker carcinoma in 
rats. Trounce and his co-workers have reported its effect on 
seven patients with advanced Hodgkin’s disease (Brit. M. J. 2: 
1418, 1955). In two patients there was marked regression 0! 
the disease, with a subsidence of fever and reduction in the size 
of lymph nodes and the spleen. Two other patients showed 
slight improvement, with some reduction in the size of lymph 
nodes and temporary subsidence of fever. The remaining three 
showed no response to the antibiotic, but two of these died o! 
their disease before completing the course of treatment and did 
not really afford an adequate trial for the drug. Treatment was 
started with 100 mcg. intravenously, and the dose was increased 
so that at the end of a week or 10 days the patient was re 
ceiving 400 mcg. daily. The dose was then progressively increased 
to 600 mcg. and finally 800 mcg. daily. The most serious side- 
effect noted was thrombopenia, which occurred in two patients. 
one of whom required laparotomy and transfusion for a retro- 
peritoneal hemorrhage. Both patients responded to cortisone 
Other side-effects were stomatitis, erythematous rash, pigment 
tion of the skin, loss of hair, and leukopenia. The avthors 
conclude that actinomycin C is worthy of trial when the other 
more usual treatments for the reticuloses fail. 
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Barbiturates and Carbohydrate Metabolism.—Hunter, Merrivale, 
and Smith have carried out two-dose glucose-tolerance tests and 
pyruvate-metabolism tests after the oral ingestion of glucose on 
16 patients who had been receiving barbiturates because of ad- 
diction or as treatment (Lancet 2:1353, 1955). In all 16 patients 
there was evidence of disturbed carbohydrate metabolism. The 
mean blood sugar level after one hour was 210 mg. per 100 cc. 
compared with 145 mg. in healthy controls. The pyruvate-me- 
tabolism test, given with the patient fasting and performed 60 
and 90 minutes after ingesting two doses of 50 mg. of glucose, 
was within normal limits in only one of the 16 patients. The 
results were in agreement with Quastel and Wheatley’s observa- 
tion that in vitro barbiturates interfere with the oxidation of 
pyruvate and glucose by brain tissue. The resemblance between 
chronic barbiturate intoxication and chronic alcoholism may 
be caused by the same biochemical disturbances. As the injec- 
tion of the vitamin B complex restores the pyruvate metabolism 
to normal, it is possible that barbiturates retard carbohydrate 
metabolism by inhibiting pyruvate oxidation. Electroencephalo- 
grams taken of patients receiving treatment with vitamin B 
showed improvement; the alpha rhythm became more stable and 
there was lessening of the fast and slow activity characteristic 
of barbiturate intoxication. The authors point out that, in assess- 
ing the value of vitamin B in psychiatric disorders, account 
should be taken of treatment with barbiturates. 


Electron Microscopy of Atheroma.—Professor Duguid has put 
forward the view that atherosclerosis in man is largely the 
product of thrombosis and that the fibrous tissue that forms 
the atherosclerotic plaque, although it gives all the staining re- 
actions ascribed to collagen, is actually fibrin and represents 
mural thrombi that, having been covered by endothelium, are 
incorporated in the vessel walls and then packed down by the 
pressure of the blood (Lancet 2:525, 1955). Levine (Lancet 
2:1216, 1955) has examined typical atheromatous plaques by 
electron microscopy to test this view. Under the ordinary micro- 
scope using the staining reactions ascribed to collagen, the 
plaque appeared to be collagenous in nature, but under the 
electron microscope and shadowed with gold-palladium they 
had the same appearance as fibrin. The electron microscope 
structures of collagen and fibrin are quite distinctive. Normal 
aortic intima examined by electron microscopy showed an ab- 
sence of collagen structure but showed fibers with a structure 
resembling that of fibrin. Not only does this work support the 
view that atheromatous plaques thicken by fibrous encrustation, 
but also it indicates that the different forms of connective tissue 
cannot be identified by the ordinary microscopic staining re- 
actions. 





Nicotine and the Nervous System.—Dr. J. D. Spillane in the 
British Medical Journal (2:1345, 1955) states that smoking had 
an adverse effect on three patients with spinocerebellar degenera- 
tion and ataxia and one with multiple sclerosis. It had a striking 
effect on the dysarthria and the ataxia in these patients, and 
these effects could be reproduced in each patient by the intra- 
venous injection of 2 to 3 mg. of nicotine acid tartrate, the 
amount probably absorbed if a cigarette is smoked and inhaled. 
The alteration in speech and gait after smoking and after 
injection of nicotine was recorded on Gramophone disks and 
cinematic film. This reaction to nicotine was not shown by other 
patients with spinocerebellar degeneration or multiple sclerosis, 
and nicotine injections were harmless in 20 more patients with 
Organic diseases of the brain and spinal cord. Spillane suggests 
that, in the patients concerned, the nicotine produced disturb- 
ances in the central nervous system by affecting the synaptic 
transmission of nerve impulses. It has been shown pharma- 
cologically that nicotine, like acetylcholine, acts on autonomic 
ganglions which it excites and then paralyzes. 


Changing Population of Mental Hospitals—As a result of 
alterations in the laws relating to the care of the insane, new 
methods of treatment, and the changing public attitude toward 
mental illness, important changes are occurring in the type of 
patient admitted to the mental hospitals. Dr. G. M. Carstairs 
and his co-workers have made a survey in four British mental 
hospitals of the patients’ age, duration of stay, diagnosis, and 
Previous occupation (Brit. J. Prev. & Social Med. 9:187, 1955). 
Significant increases were noted in the preponderance of female 
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over male patients and the proportion of patients over 65 years 
of age. The increase in the number of elderly subjects in the 
long-staying patient group was found most marked among the 
schizophrenics. The survey confirmed the impression that a 
disproportionately large percentage of schizophrenic patients ts 
drawn from the lowest social classes. In contrast with a recent 
United States study, social class was not found to be correlated 
with length of stay in the hospital 


London Fog and Chest Complaints.— Waller and Lawther (fr 
M. J. 2:1135, 1955) found that in a typical London fog there 
was a tenfold increase in the smoke content between 2 and 4 
p. m. and again between 6 and & p. m. The smoke, collected 
on the plates of an electrostatic precipitator, contained 44 
tarry matter soluble in acetone and 7 incombustible ash 
They also assessed the clinical status of a series of patients with 
chronic bronchitis and emphysema, their symptoms being re 
lated to weather conditions. Clinical deterioration usually 
coincided with a rise in the smoke and sulfur dioxide content 
of the air. The effects noted included exacerbation of chronic 
bronchitis, the occurrence of bronchospasm, and an alteration 
in the character of the sputum. The results emphasize that 
measurements of air pollution over 24 or 48-hour periods do 
not necessarily indicate the hazard to which the population may 
be exposed, as there may be a great increase in the smoke and 
sulfur dioxide over short periods. 


Coloring Matters in Foods.—The Minister of Agriculture, 
Fisheries, and Food has approved the publication of a report 
making recommendations on the use of coloring matters in foods 
An earlier report, published in January, 1955, recommended 
that regulations should be so amended to permit the use of only 
certain specified colors in foodstuffs. The present position under 
the preservatives regulations is that, with a few specified excep 
tions, the addition of any coloring matters to foods is permitted 
The supplementary report reviews the presentations that have 
been received from the food trades and industries and related 
interests. The inclusion of titanium dioxide and ultramarine is 
accepted, and no objection is seen to the continued use in foods 
of the other organic colors of natural origin customarily used 
in foodstuffs. With regard to synthetic colors of coal tar origin, 
the latest data have been examined by a medical panel. 





Muscular Dystrophy.—A muscular dystrophy group has been 
formed under the auspices of the Central Council for the Care 
of Cripples as a charitable organization for the welfare of suffer 
ers, to promote their social and economic interests and to 
encourage research and experimental work. Under the chair 
manship of Sir Harry Platt, president of the Roya! College of 
Surgeons, the first meeting was held on Nov. 22. Sir Henry 
said that in the last few years the physically disabled were 
banding together. In the United States a muscular dystrophy 
association has already raised 3 million dollars for a research 
center in New York. It was estimated that about 2,000 people 
in Great Britain suffered from muscular dystrophy 


Radiation Dangers and the Tuberculous Patient.—-At a meeting 
of the British Tuberculosis Association in London, Dr. 1 
Starkie discussed the danger of exceeding the maximum permit 
ted radiation exposure in tuberculous patients subjectod to re 
peated body section roentgenography or frequent fluoroscopy 
after artificial pneumothorax or pneumoperitoneum. He de 
scribed a filter consisting of aluminum and copper, which, if 
inserted in the direct line of the rays, reduces the amount of soft 
rays to within safe limits but permits good roentgenography 
or fluoroscopy. Other suggestions for reducing radiation hazards 
were the use of multiplane body section roentgenography and 
the development of high-voltage radiography 


New Minister of Health.— Mr. R. H. Turton has been appointed 
Minister of Health in succession to Mr. lain Macleod, who has 
held the office since 1952 and who has been given the position 
of Minister of Labor in a recent reshuffle of ministerial appoint- 
ments by Sir Anthony Eden. Mr. Turton, who is 52, has been a 
Conservative member of the House of Commons since 1929. He 
was educated at Eton and Oxford and was called to the Bar, 
Inner Temple, in 1926. In 1951 he was appointed parliamentary 
secretary to the Ministry of National Insurance, and, just over a 
year ago, he moved to the Foreign Office. 
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STATISTICAL STUDIES 

To the Editor:—A convincing comparison of biased versus un- 
biased research was presented by Drs. Robert C. Batterman and 
Arthur J. Grossman in THE JouRNAL, Dec. 24, 1955, page 1619. 
Their studies were carefully conceived and executed, but their 
interpretation of results, in my Opinion, is erroneous. The 
authors demonstrated that, when neither patient nor physician 
knew what was given, 56% of 55 patients complaining of pain 
secondary to osteoarthritis or related conditions reported relief 
with aspirin, while 60% of 57 such patients reported relief with 
placebo. This lack of differentiation did not agree with their 
preconceptions, so they changed their experimental approach. 
When the physician but not the patient knew which agent was 
given, 53% of 215 patients reported relief with aspirin, 46% of 
41 reported relief with placebo, and only 35% of 43 reported 
relief with placebo when the physician (against his better judg- 
ment) tried to “sell” it to the patient as a powerful new agent. 
In this latter study the difference between aspirin and placebo 
is statistically significant by chi-square analysis. The authors 
speculate that “we seriously questioned the validity of the double 
blindfold technique for the evaluation of such drugs. ... We 
find that a single blindfold technique, where the physician is 
aware of the medicament to be used, gives the most useful data 
for analysis.” They further surmise, “An explanation for this 
‘leveling off’ effect of the double blindfold method is not at 
hand.” The obvious explanation seems to be that, using un- 
biased methods and employing this type of patient and these 
subjective indexes of response, no significant difference could 
be demonstrated between aspirin and placebo. Many of the 
patients appeared to be open to suggestion, their suggestibility 
being more sensitive to what the physician believed than what 
he said. This does not mean that placebos are generally as effec- 
tive as aspirin. The article by Henry K. Beecher in the same 
issue of THE JOURNAL, page 1602, clearly reveals that, when 
hypersuggestible subjects are eliminated from such a study, the 
effectiveness of various analgesics may be more sharply differ- 
entiated. Viewed in its proper perspective, the article of Batter- 
man and Grossman reemphasizes the need for enlightened 
experimental design in an attempt to eliminate unconscious bias 
and other spurious influences from clinical investigation, par- 
ticularly that dealing with subjective phenomenon and clinical 
judgment. The double-blind technique is one of the most im- 
portant tools of such design. As a matter of fact, it is undesirable 
in such a study for the observer to know each agent by a single 
code designation, even if he does not know the key. It is also 
clear from this study that the venerated “statistically significant” 
has meaning only in relation to the soundness of its founda- 
tion in experimental design. Too many things have been 
“proved” by uncritical medical studies, resulting in confusion, 
consternation, and wasted effort in the “unproving.” 


WILLIAM R. Best, M.D. 

University of Illinois College of Medicine 
840 S. Wood St. 

Chicago 12. 


METASTATIC MAMMARY CANCER 


To the Editor:—The article in the Dec. 31, 1955, issue of THE 
JOURNAL, page 1701, by Pearson and co-workers, “The Manage- 
ment of Metastatic Mammary Cancer” calls for commendation. 
Metastatic mammary carcinoma constitutes a common and dis- 
abling disorder. There is one minor comment that I believe 
should be made concerning the final sentence in the summary: 
“Endocrine therapy, whether by ablation or by hormone ad- 
ministration, has the advantage over roentgenotherapy that its 
effects, when they are favorable, are not confined to the area 
treated.” The authors refer to 75 premenopausal women with 
metastatic mammary cancer treated by oophorectomy, with 
favorable results in 33 cases. I would like to point out that 
roentgen castration, in my experience, has produced equally 
favorable results. When these results are favorable, they are not 


confined to the area treated but are evident in various parts 
of the body. Roentgen castration fell into some disfavor a few 
years ago because of the small doses given to premenopausal 
women. With adequate roentgen dosage, simple and safe castra- 
tion may be effected, with excellent remission in suitable cases, 
The authors also note that “Treatment with estrogens and 
androgens gave variable effects, some of them harmful, and 
the remissions that occasionally followed cortisone were brief.” 
This somewhat contradicts their statement that “Since x-ray 
therapy induces its effects only in the local area being treated, 
it is Our Opinion that endocrine therapy constitutes the optimal 
initial therapy for metastatic breast cancer.” It is on account 
of these harmful effects that a majority of radiotherapists 
recommend roentgen therapy for most cases of metastatic mam- 
mary cancer as the initial treatment, except in extremely gen- 
eralized cases, 

L. HENRY GARLAND, M.D. 

450 Sutter St. 

San Francisco 8, 


PROPELLANT VERSUS DETONATOR 


To the Editor:—Hamilton and Hardy (Industrial Toxicology, 
ed. 2, New York, Paul B. Hoeber, Inc., 1949, p. 292) state 
that “Tetryl is trinitrophenylmethylnitramine, a very important 
military propellant.” Johnstone (Occupational Medicine and 
Industrial Hygiene, St. Louis, C. V. Mosby Company, 1948, 
p. 214) states that “Tetryl is trinitrophenylmethylnitramine, an 
important military propellant.” I have been unable to trace the 
origin of these statements, but both are erroneous. Tetryl—also 
called Nitramine—is a detonating agent and is most assuredly 
not a propellant. During World War II it was used as a bursting 
charge in the projectiles of certain smaller antiaircraft am- 
munition. A propellant is a relatively slow-burning explosive 
used to move a projectile out of a gun and thus put it in flight. 
In detonators the reaction takes place throughout the substance 
in such an infinitesimal time that the explosion is one of extreme 
and disruptive violence. I have been quite familiar with propel- 
lants and detonators for more than 45 years. Tetryl is as sensi- 
tive as fulminate of mercury and a far more powerful detonator. 
An amateur hand-loader of ammunition, who lacked thorough 
familiarity with explosives and who might, through some re- 
motely possible accident, get hold of some tetryl and use it to 
load a cartridge, would be fortunate to escape alive if he fired 
the load. 

JOHN H. SCHAEFER, M.D. 

(Colonel, Army of the United States, Retired) 

525 S. Flower St. 

Los Angeles 17. 


PERONEAL NERVE PALSY FOLLOWING 
ELECTROSHOCK THERAPY 


To the Editor:—In the literature available to me, I could find 
only three reported cases of peroneal nerve palsy as a compli- 
cation in the course of electroshock therapy (Mason, E.: 
Peroneal Nerve Palsy Seen in Patients Treated with Electro- 
convulsive Therapy, Am. J. Psychiat. 112:299 |Oct.] 1955). 
Kalinowsky and Hoch (Shock Treatments, Psychosurgery and 
Other Somatic Treatments in Psychiatry, ed. 2, New York, 
Grune & Stratton, Inc., 1952, p. 164) claim that “neurological 
complications following electroconvulsive treatment are prac- 
tically unknown” and that “aggravation of previous neurological 
conditions” have not been observed. I have seen two cases, one 
in a 49-year-old married white man who was hospitalized tor 
a severe depression. After his sixth electroshock treatment, tc 
patient noted some weakness in his right foot and complain: 
that he had to raise his leg higher on walking. He showed : 
high stepping and slapping gait and had a foot drop of t)- 
right foot. At this time the patient informed me that followis 
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a kicney operation he also had some weakness in his right foot. 
App: oximately two months after his discharge from the hospital, 
all .gns and symptoms had disappeared. The second patient 
was « 62-year-old white married man who was hospitalized for 
a severe psychosis, with depressive and paranoid features. After 
the sixth electroshock treatment, the patient was noted to drag 
his right leg. On examination, there was some weakness of 
dorsal flexion and eversion of the right foot, resulting in foot 
drop. After three months the patient recovered from his palsy. 
Although the electroshock treatments given to these two 

patients and the occurrence of the peroneal nerve palsies may 
be coincidental, the probable role of the treatment cannot be 
ignored. Holzer and co-workers (Erfahrungen mit der Elektro- 
schocktherapie, Allg. Ztschr. f. Psychiat. 120:19, 1942) reported 
a temporary neuritis of the right plexus brachialis with motor 
and sensory changes as a complication of electroshock therapy. 
The absence of more frequent complications of this type, con- 
sidering the widespread use of electroconvulsive therapy, sug- 
gests the probable existence of other factors that predispose to 
this incident. Wechsler (Textbook of Clinical Neurology, ed. 5, 
Philadelphia, W. B. Saunders Co., 1943) mentions direct injury 
such as cuts and compression following prolonged kneeling, use 
of a plaster cast, lead intoxication, tabes, and protracted labor 
as causes for isolated paralysis of the common peroneal nerve. 
In addition, avitaminosis and/or food deficiency play a decisive 
role. Mason gave sudden jumps or powerful movements as a 
possible cause. 

WILLIAM Kar LIner, M.D. 

20 Franklin Rd. 

Scarsdale, N. Y. 


SPECIALISTS IN BRAZIL 


To the Editor:—In the Foreign Letters section of the Nov. 5, 
1955, issue of THE JOURNAL, page 1045, under the heading 
Brazil, is an item, “Training of Specialists,” that contains a 
gross error. The article states that the number of physicians in 
this country is far smaller than it really is. The correspondent 
states, among other small inaccuracies, that the physicians in 
Brazil are only “one to every 7,000” inhabitants. Checking the 
proper sources of information for this calculation, I called the 
Brazilian census bureau, which gave the computed midyear 
population for 1955 as 58,350,061 inhabitants (our last census 
was that of 1950), and the division of registration of physicians, 
dentists, and others of the National Department of Health, 
which informed me that the number of physicians registered 
today is 22,985. These figures enabled me to compute the 
proper relative number of physicians in Brazil as one to 2,539 
inhabitants. 
(NAME WITHHELD ON REQUEST.) 


COLORED CASTS FOR CHILDREN 


To the Editor —For a long time we have observed that active 
youngsters are hard on plaster casts, so that many times, when 
a cast had been on for only a relatively short period of time, 
the patient would appear in our clinic with a dirty grey, soft, and 
almost pulverized immobilizing device. This was especially diffi- 
cult, in that there were times when we were faced with the 
possibility of losing our reduction if we changed the cast, and 
yet the cast was too soft to be of further value. We have found at 
least a partial solution to the problem. I am submitting it for 
interest purposes only, disclaiming any originality whatsoever. 
At the local grocery we purchased vegetable dyes used in food 
coloring. These dyes come as concentrates, and about 0.5 cc. 
was added to the water into which we dipped the plaster rolls. 
The children are encouraged to choose the color for their cast 
and are usually delighted with the colored cast when it is dry. 
It has been our experience that these casts are better cared for, 
so that, even after the full period of immobilization is over, 
they are still in good condition. 

MANNY J. KARBELNIG, M.D. 

VA Hospital 

Long Beach, Calif. 
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ELI LILLY MEDICAL RESEARCH FELLOWSHIP 
(SOUTH AFRICA) 


To the Editor —I would like to draw the attention of medical 
practitioners registered in South Africa, who may at present be 
in the United States, to the fact that applications may be sub- 
mitted for the 1956 award of the Eli Lilly Medical Research 
Fellowship (South Africa). The fellowship is for the purpose of 
medical research and is not intended for postgraduate clinical 
study. The net value of the fellowship is $250 a month for 12 
months plus return traveling expenses to the point of study in 
the United States. Further details can be obtained from me 
The closing date for applications is April 30, 1956. 


Dr. H. A. SHAPIRO 

Honorary Chairman, Selection Committee 

Eli Lily Medical Research Fellowship 
(South Africa) 

P. O. Box 1010 

Johannesburg, South Africa. 


NEED FOR AUTOPSIES 


To the Editor:—In Tut Journat for Nov. 26, 1955, on page 
1327, Dr. Joseph W. Speiman in commenting on Dr. Turkel’s 
article “Evaluating a Medicolegal Office” published in Tue 
JOURNAL, Aug. 27, 1955, states, in part: “There are many in 
stances where a complete autopsy would yield little evidence of 
medicolegal importance that could not be determined from a 
careful examination of witnesses, the scene of death, and ex 
ternal examination of the body.’ While true in one sense of 
the word, this is a most dangerous doctrine. Before World 
War II, I was, for eight years, one of the autopsy surgeons to 
the coroner, Los Angeles County, California. Only in rare 
instances was a body signed out without autopsy. About 2% of 
these autopsies showed no adequate pathological cause of death, 
and toxicologic examination was negative. One might conside: 
these autopsies to be futile, except for the fact that they ruled 
out foul play. Dr. Spelman states: “It is my experience, how- 
ever, that many highway fatalities and true suicides, and some 
sudden and unexpected deaths from natural causes, do not 
require an autopsy.” It has been my experience that it is impos 
sible to determine in advance just which cases do not require an 
autopsy. For example, a man went home one night and found 
his wife dead in bed. Her age was such that a coronary 
death was quite reasonable, and there was a history that would 
have made such death plausible. Autopsy revealed no patho- 
logical cause of death. The toxicologist recovered 1 gm. of 
nicotine from the stomach contents. Thus, from autopsy exami- 
nation the woman was found to have been murdered. In another 
case, a retired, wealthy old widower developed acute, severe 
diarrhea after a meal. A physician made a diagnosis of acute 
gastroenteritis. The old man died in about 36 hours, the physi- 
cian signed the death certificate, and the body was shipped out 
of the state. A few days later his son arrived to settle his father's 
affairs and found irregularities in the bank account that caused 
him to suspect murder. Inasmuch as the body was out of the 
state, my office had no jurisdiction. The son offered to have the 
body shipped back to Los Angeles, did so, and | performed 
the autopsy. Death was due to a heavy dose of arsenic—prob 
ably administered by his housekeeper, who died in jail pending 
trial, In still another case, a pharmaceutical chemist in his late 
40's, while on vacation, wrote home that he was having severe 
anginal attacks and had to stop for medical attention en route 
home. He gave no names of physicians who were supposed to 
have treated him. Returning home he apparently had several 
anginal attacks, and about two weeks after his return he put on 
a good show and called a physician who diagnosed myocardial 
infarction, called an ambulance, and took him to a hospital, 
where he died in the admitting room. I performed the autopsy. 
The heart showed no evidence of disease, but the stomach 
reeked of cyanide, a diagnosis that was confirmed by the toxi- 
cologist. This was suicide and invalidated a large insurance 
policy taken out some months before. I could give details of 
innumerable similar cases in which death was apparently due 


to natural causes but was, in fact, murder or clever suicide. 
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Entirely aside from any criminal implications, the matter of 
insurance with a suicide clause, policies carrying double in- 
demnity for accidental death, and plain accident insurance 
policies make it morally mandatory to perform an autopsy on 
every case referred to a coroner or medical examiner. In any 
area where the policy advocated by Dr. Spelman is followed, the 
gate is wide’ open for clever, undetected murder and suicide. 


JOHN H. SCHAEFER, M.D. 
525 S. Flower St. 
Los Angeles 17. 
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MEDICOLEGAL ABSTRACTS 


Charitable Hospitals: Indemnity Insurance as Affecting Tort 
Liability.—The plaintiff filed suit for damages alleged to have 
been caused by the negligence of the employees of the Kings 
Mountain Memorial Hospital. The case was tried in the United 
States district court, eastern district, Tennessee. 


In her complaint the plaintiff alleged that the defendant was 
an eleemosynary institution but that it carried comprehensive 
liability insurance sufficient to cover the plaintiff's claim for the 
injuries. The hospital moved to strike from the complaint any 
reference to the fact that it carried liability insurance. It con- 
tended that the question of insurance coverage was immaterial 
to the question of liability and that it was prejudicial to the 
defendant to advise the jury of such coverage. The plaintiff, on 
the other hand, contended that, since the defendant was an 
eleemosynary institution, it was immune from suit unless it had 
purchased insurance and that therefore the question of insurance 
was very material. 


The district court pointed out that it is the rule in Tennessee 
that the fact that a defendant in a tort suit is insured cannot 
be brought to the attention of a jury, except where the defendant 
is the government or a governmental institution. The reason for 
this exception is that the government enjoys an immunity from 
suit but is deemed to have waived that immunity if it carries 
insurance covering the claim involved. A hospital does not enjoy 
an immunity from suit for the torts of its employees; therefore, 
this exception should not be extended to include suits against 
eleemosynary institutions. Since the defendant could be sued 
and could not defend on the ground of its status as a charitable 
hospital, the court held that any reference in the complaint to 
the hospital being insured should be stricken. An order to that 
effect was therefore entered in favor of the defendant hospital. 
Edwards v. Kings Mountain Hospital Association, 118 F. Supp. 
417 (U. S., 1954). 


Accident Insurance: Death Following Injection of Blood Co- 
agulant.—The plaintiff, as the primary beneficiary under two 
policies of life insurance, sued to recover under double in- 
demnity clauses on the ground that the death of the insured 
man was suffered through “accidental, external and violent 
means” as provided for in the policies. The case was heard in 
the United States district court for the district of Massachusetts. 

For many years, the insured man had suffered from arthritis, 
and on Nov. 8, 1950, he was admitted to a hospital for ob- 
servation. Since it was the opinion of his doctors that infected 
tonsils were activating the arthritis, he agreed to have them 
removed. After the operation he was bleeding more than 
average, and the attending surgeon therefore prescribed the 
immediate administration of 3 cc. of Neo-Hemoplastin, a blood 
coagulant, which was administered into a muscle of his thigh 
by a trained nurse. At the time of the injection, the insured 
man had not recovered from the anesthesia and was slightly 
cyanotic, but in good condition. Within a few minutes after the 
injection, he became increasingly cyanotic; his pulse rate fell; 
his breathing became labored; his tongue, throat, and face 
swelled; and, before anything could be done for him, he died. 
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An examination revealed that the primary cause of death was 
edema of the glottis induced by an anaphylactic reaction io the 
Neo-Hemoplastin. The attending surgeon testified at the trial 
that, even though blood tests indicate that a patient's blood js 
clotting within normal time limits, he orders the coagulant to 
be administered as a routine procedure in any case where there 
is more than average bleeding. The fact of the insured man’s 
peculiar hypersensitivity to Neo-Hemoplastin was unknown to 
everyone concerned with the case; no tests had been taken to 
determine such a fact. The evidence indicated, however, that 
this particular coagulant has been used for a number of years 
on thousands of patients without any ill effects. 


One of the two policies involved in the suit was made in Ohio 
and the other in Massachusetts, and, in construing the provisions 
of a contract of insurance, the law of the state where the con- 
tract was made governs. The court pointed out that there are 
two major interpretations placed upon provisions of double 
indemnity in the event of death by accident. Under one jn- 
terpretation accidental death would mean any death that is 
unpredictable or unforeseeable, even though it is the ultimate 
result of acts that are deliberately or intentionally performed. 
Under the other interpretation, accidental death includes only 
such deaths as occur from accidental means or causes. In the 
present case there was nothing accidental about the means by 
which death was effected. The injection of the Neo-Hemoplastin 
was knowingly and deliberately ordered by the doctor and made 
by the nurse. Everything done was intended and performed 
exactly in the manner in which it was intended to be done. There 
was no negligence. There was nothing in the acts performed 
that was unintended or unexpected. It was only the sudden and 
unfortunate result of these acts that was unforeseen and un- 
intended. Under the applicable law of Massachusetts and Ohio, 
the death of the insured man was not one resulting from bodily 
injury effected through accidental means, within the meaning of 
the double indemnity provisions of the policy in suit. 


The court therefore held that the plaintiff was not entitled 
to double indemnity, and judgment was accordingly entered in 
favor of the defendant insurance company. Bernard vy. Union 
Central Life Insurance Co., 117 F. Supp. 456 (U. S., 1954). 


Workmen’s Compensation: Cerebral Hemorrhage Following 
Ingestion of Coca-Cola and Benzedrine.—The claimant was 
awarded compensation by the workmen’s compensation board 
for injuries and disability caused by drinking a mixture of Coca- 
Cola and Benzedrine during working hours. The employer and 
its insurer appealed from this award to the supreme court, appel- 
late division, third department, New York. 


The claimant’s working quarters were confined, and on the 
day the incident occurred it was very hot. The claimant felt 
sleepy, and at the suggestion of her co-workers, who told her 
she looked tired, she drank a mixture of Coca-Cola and the 
contents of a Benzedrine inhaler. She immediately suffered a 
cerebral hemorrhage, with coma and paralysis of the left side. 
There was medical evidence that those conditions resulted be- 
cause of weak blood vessels in the claimant’s system, previously 
damaged by purpura. The Benzedrine raised her blood pressure, 
causing some of the blood vessels to break. 


The court said that the incident could clearly be classed as 
an accident, since Benzedrine would not ordinarily produce 
such results, and that the accident clearly occurred in the 
course of her employment. The more difficult question, said the 
court, was whether the accident arose out of her employment. 
Although the drinking of the mixture was the claimant’s volun- 
tary act, she took it at the suggestion of her co-workers who 
told her she looked tired. This persuasion by her co-workers is 
important as an incident of her association with them. The 
claimant drank the mixture to relieve a physical condition that 
arose, at least partly, from her work. Since her condition must 
necessarily have interfered with the efficient performance of her 
duties, her act was in the interest of her employer as wel! as 
for her own comfort, said the court. The fact that the act turned 
out to be a foolish error in judgment does not bar compensat:0n. 
The award in favor of the claimant was therefore affirmed. 
Fishman v. S. W. Layton, Inc., 130 N. Y. S. (2d) 656 (N. Y» 
1954). 
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Tie American Medical Association and the Sears-Roebuck 
Foundation cooperatively have prepared a brochure entitled 
A Planning Guide for Establishing Medical Practice Units.” 
This publication contains practical suggestions on various phases 
of planning from selection of a site to arrangement of equipment 
and is available in the libraries of state and county medical 
society offices. From time to time parts of the brochure, slightly 
modified editorially, will be reproduced in the Business Practice 
section of THE JouRNAL.—Eb. 


BUILDING SERVICES 


HEATING, VENTILATION, AIR CONDITIONING 

The possible variations in types of heating and air condition- 
ing systems, many of which are the result of new improvements, 
can become quite confusing. All systems have their advantages, 
and when the proper system is selected to do a specified job and 
installed competently, it will provide the desired result. How- 
ever, the advantages of some and the disadvantages of others 
make it necessary to know enough about each to be able to 
make a good choice. Climate and other local conditions have 
a bearing upon the proper selection. 

Air Systems.—The forced air system is economical to install 
and moderately economical to operate. It can be adapted to 
cooling, but the adaptation can cause difficulties if the ducts are 
not large enough and if they are not insulated. One drawback 
to the air system is the difficulty of zone or individual room 
control. Normal control is with one thermostat, and this can 
result in varying unbalance, depending on location of the thermo- 
stat and the wind direction. Sound distribution by the ducts is 
hard to control, as the ducts often act as speaking tubes to 
transmit noises and conversations throughout the building. Im- 
proper installation of this system may result in a wide distri- 
bution of odors. The outlets are unobtrusive and, if properly 
placed and adjusted, will deliver draft-free air without restricting 
the placement of furniture and equipment. 

Hot Water and Steam Systems.—With improved radiation in 
the form of finned tube coils, circulated hot water systems have 
become more efficient than the old gravity systems with radiators 
and more adaptable to zone control. Installation cost is greater 
than that of air; fuel costs are slightly lower. Power costs go 
up in relation to the multiplicity of zones. A great deal of area 
along outer walls is restricted in use with baseboard radiation; 
convector type radiation takes up less wall area but protrudes 
into the room further. Hot water systems with fan-type con- 
vectors are readily adaptable by the addition of a water chiller 
to cool the system's water. These fan-type convectors should also 
introduce fresh filtered air for ventilation. Remember, too, that 
the pipes must be insulated, and this insulation is of a different 
type than that used on old heating pipes. There must be a vapor 
barrier to prevent condensation within the insulation. If the 
pipes are uninsulated or have no vapor barrier, enough con- 
densation can form to drip and run off, ruining plaster and 
furnishings. 

Radiant Heat——Radiant-type systems with coils in the walls, 
floors, or ceilings furnish an economical and unobtrusive way 
of heating but have a higher installation cost. In regions of 
lower humidity this system is also adaptable to cooling by cir- 
culating chilled water. Rapid changes in temperature are not 
easily taken care of because the necessity of heating or cooling 
such masses of structure forces a time lag between demand and 
Satisfaction. This system can be the most comfortable of any if 
Properly engineered to a given situation. 

Air Conditioning.—It can be safely said now that no heating 
system in a semipublic space such as a medical practice facility 
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should be installed without cooling or provision for the addition 
of cooling. In a few years cooling will be so universal any 
doctor expecting patronage from the public will find the lack of 
cooling detrimental to that patronage, as well as to his own 
comfort and efficiency. For those in buildings with heating 
systems that are not readily adaptable to cooling, the usual first 
attempt at such is with individual room or window-type coolers 
These units are inexpensive to install if only a room or two is 
to be cooled. However, they are obtrusive both in the room and 
on the exterior, relatively inefficient, and uneconomical. In 
dividual cooling units in all rooms entail more investment in 
equipment but complete flexibility. The operating cost is high 

The next usual move is to get a large central cooling unit fo 
the entire space. These units, which are primarily designed for 
use in large, unpartitioned areas, are unsatisfactory unless they 
are connected to the various rooms with both supply and return 
ducts. If they are not so connected, the space where the unit is 
located is too cool and the other spaces are warm and stuffy 
Connection to outside air for both is necessary to eliminate 
recirculation of stale air. 

Radiant-type systems in walls or ceilings can be used for 
cooling with the addition of a water chiller. Floor-type radiant 
panels will not be too efficient unless there is forced movement 
of the air. True air conditioning, including introduction of fresh, 
conditioned, filtered air, is possible only when ducts and fans 
are added for this purpose alone 

Air systems that already have means for moving conditioned 
air are the easiest to convert, provided the necessary larger and 
insulated ducts required to move the greater volume of cool air 
are part of the original system. Usually, in addition to the 
cooling coils, a large fan, more filters, and a source of outside 
air have to be added to the system to obtain satisfactory results 
Old ducts without adequate insulation are a source of trouble 
Too often installations have been made without insulation, and 
within a few years duct work has rusted and condensation has 
stained and rotted portions of the structure. When installing 
filters, it would be well to investigate the possibility of getting 
the electronic type. These are more efficient than the mechanica! 
and come closest to providing truly clean air. The system is 
adaptable to air conditioning when used with fan-type con 
vectors that provide for the introduction of fresh air. Naturally, 
this adds to the cost of the system 


SOUNDPROOFING 

Doctors are pledged to respect information given by their 
patients and are scrupulous in doing so. Therefore, they should 
also be scrupulous in providing quarters that prevent eaves 
dropping, intentional or otherwise. Soundproofing thus becomes 
an important factor in the construction of their facilities. There 
are two ways of reducing sound—neither is complete in itself, 
but each complements the other. One is to reduce the intensity 
of sound at its source by providing sound-absorbing surfaces. 
Acoustic ceilings and wall panels; draperies, rugs, and soft fur- 
niture, all contribute to reducing the intensity. The other way 
is to provide partitions that reduce the passage of sound. Mas- 
sive partitions and double partitions with a sound-absorbent 
blanket between do the best job. Sound also passes through and 
around doors, so to be really soundproof they have to be weather- 
stripped and of special construction. However, a heavy slab 
door with sponge rubber or felt weatherstripping will do a good 
job in most instances. 

PLUMBING 

Medical practice facilities usually require more plumbing 
equipment, particularly sinks and lavatories, than may already 
be installed in a building. In buildings to be leased or remodeled, 
the addition of these facilities or the moving of existing utilities 
to new locations may become a problem. The internal condition 
of existing piping can seldom be determined by observation, but 
if the water pressure is lower in the building than in neighboring 
structures, it is a fair indication that the pipes have corroded to 
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the point where replacement may be necessary. Brass or copper 
piping is good insurance against trouble in the future. Water 
hammer caused by a lack of provision for air cushioning at 
fixtures can cause leaks as well as annoyance. New fixtures 
should always have air cushions provided in the piping. All fix- 
tures should have additional shutoff valves below the operating 
valves to facilitate repairs without having to shut off all the 
water in the building. Money spent for better quality fixtures 
and brass or copper pipes will not be regretted. Acid-resisting 
fixtures where needed and high quality faucets will repay you in 
continued trouble-free operation and lower maintenance. 


CASEWORK AND PARTITIONS 

No one is able to foresee all the eventualities that will de- 
velop in the future, and one of the things to keep in mind in 
laying out your office is that changes in arrangement may be 
required. In order to effect possible changes more easily, it 
might be wise to try to make your space as flexible as possible 
by the use of movable partitions. There are numerous manu- 
facturers of movable partitions, and that may be the way to do 
the job best. However, a good approach to the same result is 
to make use of casework such as closets, bookcases, storage 
units, and work counters as partitioning. These units can then 
be moved with a minimum of fuss and muss if the flooring and 
ceiling are allowed to run continuously under and over these 
units. With ingenuity one can find ways to build in a large share 
of the requirements for furnishings and equipment, resulting in 
neat, uncluttered rooms, thus reducing permanent partitions to 
a minimum. 

Steel or wooden casework is obtainable in all grades, shapes, 
and sizes. Knockdown units and kits can be gotten from many 
sources, or you can do-it-yourself if your hobby is woodworking. 
When such casework is installed in the form of movable parti- 
tions in rented quarters, it is particularly advantageous, because 
it can be salvaged when the time comes to move or rearrange 
space functions when properly stipulated in lease agreement. 


LIGHTING AND ELECTRICAL SERVICE 

The size of the electric service should not be just ample, it 
should be more than ample. Usage of electricity continues to 
rise, and new devices coming on the market almost daily will 
eventually become part of your equipment. X-ray machines and 
some of the newer electrical instruments require a nonfluctuating 
source of power. Undersized electrical services act like clogged 
pipes in a plumbing system, limiting the flow of electricity to a 
trickle when too much is used at one time. The switchboard or 
fuse box should also have capacity for enough circuits to dis- 
tribute the electricity to all the lights and convenience outlets. 
These distributing circuits can handle only a certain number of 
outlets—the more outlets, the more circuits; and, if the load 
on any one outlet is heavy, then fewer outlets can be on that 
circuit. Electrical outlets are supposed to be convenient. This 
means they should not be behind a heavy piece of equipment 
or furniture. It also means there should be enough available so 
that one does not have to unplug one piece of equipment to use 
another. 

Try to get a minimum of 10 foot-candles (f.-c.) in the halls 
and as general illumination in waiting rooms, utility rooms, and 
rooms housing an electrocardiograph or basal metabolism ap- 
paratus. For reading, as in the waiting room, office, and con- 
sultation rooms, use about 30 f.-c. For fine print and book- 
keeping, the lighting level should be at least 50 f.-c. Your ex- 
amination and treatment rooms should have a general level of 
about 30 f.-c., with between 50 and 100 f.-c. on the examination 
table itself. If any operations are performed in the office, the 
operating table needs between 400 and 1,800 f.-c., depending 
on the type of surgery. For the usual run of minor operations, 
400 f.-c. should be enough. When a high intensity of local light- 
ing is needed, the general level should be raised to prevent eye 
strain. Try to avoid unevenly lighted areas in the same room— 
contrast is good for show windows, not working areas. 


J.A.M.A., Feb. 18, 1956 
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Principles of Ultrasonics: 16 mm., black and white, sound, howing 
time 17 minutes. Presented by Mullard Limited in conjunction with the 
Educational Foundation for Visual Aids. Procurable on rental ($2.59) 
from British Information Services, 30 Rockefeller Plaza, New York 1 
or Film Center Inc., 64 W. Randolph St, Chicago 1. 7 


This film demonstrates fundamental physical experiments on 
the nature of sound and shows how ultrasonic vibration can be 
understood by referring to the phenomena of sound vibrations. 
The experiments shown are extremely instructive. Everything in 
the film, including the excellent narration, is intelligible and 
interesting. Several new concepts are shown, namely, the respec- 
tive limitations of magneto constrictive devices and of crystal 
transducers, as well as the possibility of drilling holes with non- 
rotatory equipment, so that vibrations of various shapes other 
than circular can be produced. The demonstration of the changes 
of length of a metal bar in a magnetic field is especially in- 
structive. This film is very much to be commended. It will be 
most useful to classes in physics, but will also be useful at the 
present time in teaching physical medicine to medical students 
who learned their physics before the principles of ultrasound 
became so well known. It should certainly interest students spe- 
cializing in physical therapy; however, it probably will not be 
useful to teachers of physiology in medical schools, inasmuch as 
it is intentionally limited to the physical aspects of ultrasound 
and necessarily omits the biological applications. The photogra- 
phy and narration are well done. 


A Positive Approach to the Psychiatric Patient: 16 mm., black and 
white, sound, 29 minutes. Produced in 1955 by and procurable on loan 
from Veterans Administration, Central Office Film Library, Washington 
a ea. & 


The purpose of this film is to teach personnel who work with 
psychiatric patients, and it has particular reference to those pa- 
tients who have emerged from acute episodes of mental illness 
but who are not yet well enough to leave the hospital. Treat- 
ment is directed along the lines of reeducation, and the hospital 
personnel assume the role of teachers. The film shows how the 
patient can be taught to live satisfactorily with himself and other 
people. The importance of harmonious relationships between 
staff members and the need for effective channels of communica- 
tion between all levels of personnel are pointed out as essential to 
the treatment of the patients. From the viewpoint of hospital 
care of these patients, the film shows an optimal situation that 
probably exists in very few hospitals in the country at the present 
time. As far as the hospital treatment itself is concerned, it por- 
trays the best we can hope for; however, it does not carry on to 
show how these patients will react to their environment when 
they are released from the hospital, and it does not mention the 
probable necessity of an outpatient department to help these pa- 
tients to become reintegrated into the community. Inasmuch as 
the film deals exclusively with the hospital management of the 
patient, it is suggested that “in the hospital” be added to the title. 
It is an excellent film and is recommended for showing to all 
mental hospital personnel in direct contact with patients. 


Food for Freddy: 16 mm., black and white, sound, showing time 17 
minutes. Produced in 1953 for the National Film Board of Canada by 
Crawley Films, Ottawa. Procurable on purchase ($60) from Sterling Edu- 
cational Films, 205 East 43rd St., New York 17, or on loan ($4) from 
International Film Bureau, 57 E. Jackson Blvd., Chicago 4. 


This is the story of a typically healthy youngster, Freddy 
Mason, and the reasons for Freddy’s energy are found in his 
daily lunch bag. To dramatize this lesson, a classroom experi- 
ment with white rats is conducted that demonstrates the impor- 
tance of proper nutrition for mental and physical health. The 
film also discusses the planning of attractive nourishing meals, 
with short sequences on shopping and selecting of foods. [his 
film, which was produced in Canada, uses Canada’s food rules, 
which are somewhat different from those commonly used in the 
United States. Nevertheless, the picture is a good approac') (0 
teaching nutrition and could be used in this country. The content 
of the film is essentially accurate, and it can be recommen led 
for showing to children in the upper elementary grades. It will 
also be of interest to parent groups. 
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Transaminase and C-Reactive Protein Levels in Acute Myo- 
cardial Infarction: Evaluation of Indices of Necrosis. F. Goldner 
and C. Meador. South. M. J. 48:1339-1346 (Dec.) 1955 |Bir- 


mingham, Ala.]. 


The authors report observations on 18 patients who were hos- 
pitalized with symptoms suggestive of coronary artery disease. 
The electrocardiogram is at times inadequate for the establish- 
ment of a definitive diagnosis in acute myocardial infarction. In 
the last few years studies by many investigators have revealed 
many alterations in the blood of patients who have recently 
sustained such an attack. The authors studied 84 blood specimens 
obtained from the 18 patients who had chest pain suggesting 
angina or myocardial infarction. Erythrocyte sedimentation 
rates, white blood cell counts, C-reactive protein levels, and 
glutamic oxaloacetic transaminase levels were ascertained and 
correlated with clinical findings including the electrocardiograms. 
The diagnosis myocardial infarction was definitely established 
in 11 patients (group 1) and the serum transaminase level was 
elevated in all 10 in whom the serum was examined during the 
first three days. It was elevated in only one of the seven patients 
who did not have a proved infarction (groups 2 and 3). The 
average time for the peak level of transaminase elevation was 
one and a half days after the onset of chest pain; this level was 
usually normal by the fourth day after the onset of pain. C-reac- 
tive protein was present in the serum of all of the 10 patients 
studied in the first group and in 5 of the patients in groups 2 and 
3. The authors conclude that determination of serum trans- 
aminase levels is the most specific and most accurate clinical 
blood examination to detect myocardial infarctions. Serial deter- 
minations are often necessary. 


Continuous Anticoagulant Treatment in Prevention of Embolism 
in Mitral Stenosis of First Degree. J. Varela de Seijas Aguilar. 
Rev. clin. espa. 58:348-352 (Sept. 30) 1955 (In Spanish) |Madrid, 
Spain]. 


Therapy, either medical of Jong duration or surgical, to be 
used for prevention of a second attack of embolism in patients 
with mitral stenosis who had survived a serious first attack of 
embolism, is discussed. In patients of this group, neither pulmo- 
nary hypertension nor physical disability after the first attack 
are observed. Auricular fibrillation may be present, causing the 
embolism, either cerebral or in other locations. Two cases are 
reported. A man, 42 years old, who led a very active life in 
apparently normal health, suddenly had an embolic accident 
causing right hemiplegia. Examination of the patient immediately 
after the attack showed the presence of auricular fibrillation. A 
diagnosis of cerebral embolism, due to paroxysmal auricular 
fibrillation, was made. A quinidine preparation (Quinicardine) 
was administered, which made the rhythm normal in a few hours 
By auscultation, roentgenologic examination, and the changes in 
the electrocardiogram, a diagnosis of dilatation of the left auricle 
was made. The patient improved almost to normal in a few 
months after general treatment. He requested treatment for pre- 
vention of a second attack of embolism. He refused prolonged 
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treatment, either with quinidine or with anticoagulants, but 
accepted surgical treatment, which consisted of removal of the 
left cusp and digital dilatation of the mitral stricture. The post 
operative period was uneventful, On the sixth postoperative day 
and while the patient tried to sit up in bed, he suddenly presented 
symptoms of pulmonary embolism and died, It was thought that 
pulmonary embolism had its origin in the phiebothrombosis of 
the leg. The second patient was a girl 20 years old. Her health, 
her sudden first attack of embolism, prompt recovery after the 
attack, roentgenographic signs, and changes in the electrocardio- 
gram were similar to those observed in the man. The treatment 
consisted of administration of Tromexan (dihydroxycoumarin 
derivative) first to lower the prothrombin time to 50° in rela- 
tion to normal and then to maintain a low prothrombin time 
between 40 and 50% of normal for a long time. The patient is 
leading a normal active life after six months’ therapy The 
author advises anticoagulant treatment of long duration to pre- 
vent a second attack of embolism. 


Anticoagulants in the Treatment of Atherosclerosis. R. Raynaud, 
J. Robert d’Eshougues and G. Nakache. Presse med. 63:1594 
1595 (Nov. 19) 1955 (In French) |Paris, France|. 


Four elements are necessary to the development of athero 
sclerotic disease in an individual: a constitutional predisposition, 
certain conditions of the nerves and the hormonal state, serum 
lipoprotein imbalance, and arterial thrombosis. The balance of 
serum lipoproteins in an atherosclerotic patient is closely linked 
to the state of his blood coagulability; a strong hypocoagulability, 
whether spontaneous or therapeutically induced, is the natural 
accompaniment of restoration of the proper lipoprotein balance 
(augmentation of the rapid beta fraction over the slow beta 
fraction). Heparin and the dicoumarol derivatives are effective 
agents to achieve this end; the latter are more potent, but the 
former has the advantage of easier administration. It should be 
injected intramuscularly or intravenously three times a week, in 
a dose varying between 50 and 100 mg. As shown in a series of 
47 patients, this treatment does not disturb coagulability much 
while it causes conversion of the slow beta lipoproteins. It should 
be continued indefinitely. Lipotropic agents, which favor an 
increase in the A and alpha fractions but have no effect on the 
beta group, are to be considered as only complementary therapy 
to anticoagulants. 


Treatment of Lymphomas with Adrenocortical Substances. C. | 
Spurr and W. L. Wilson. South. M. J, 48:1335-1338 (Dec.) 1955 
[Birmingham, Ala.|. 


Of 73 patients with lymphomas, whom the authors have ob- 
served in a five-year period at a Veterans Administration hospital, 
36 were treated with the steroid hormones. The cases were 
grouped according to Berman’s classification. Of 3 with reticulum 
cell lymphoma one was treated with steroid therapy; of 12 with 
lymphoblastic lymphoma, 6; of 19 with lymphocytic lymphoma, 
10: of 36 with Hodgkin's disease, 18; and of 3 with diffuse blasto 
matous lymphoma one was treated with steroid hormones. Indi 
cations for the use of the steroid hormones included the control 
of fever, the resolution of autoimmunohematological reactions 
such as thrombocytopenia, purpura, and acquired hemolytic 
anemia and as an adjunct in the resolution of lymph node enlarge- 
ment. Three illustrative case histories are presented. In the first 
of the three, acquired hemolytic anemia secondary to chronic 
lymphatic leukemia was alleviated and the patient's course 
markedly improved by the adjunctive treatment with cortico 
tropin. The second case demonstrates the resolution of lymphatic 
masses by the use of cortical steroids, and the third case illus- 
trates the antipyretic activity as part of the anti-inflammatory 
influence of steroid hormones. The authors found it necessary 
to administer rather large doses of corticotropin and the adrenal 
cortical steroids. Doses of corticotropin varied between 10 and 
20 mg., administered by slow intravenous infusion over an 8- 
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to-12-hour period. This dose is probably equivalent to 200 to 
400 mg. administered intramuscularly. When intramuscular doses 
were used, they have varied from 20 to 60 mg. every four hours. 
Cortical steroids were used in doses of 20 to 400 mg. per day. 
As a rule, Hydrocortone was preferred and the average dose was 
approximately 120 mg. per day given in six divided doses. With 
these extreme doses, symptoms of Cushing’s syndrome appear 
and the physician must be alert to the complications of this 
disease. He should restrict the sodium intake, add to the potas- 
sium intake, and provide adequate protein and ascorbic acid. He 
should be alert to evidences of hypokalemia, hypochloremia, and 
acute sodium retention. Cushing’s syndrome is not a contraindi- 
cation to continued steroid therapy in the lymphomas. The 
authors found that considerable symptomatic improvement may 
be obtained after the use of adrenocortical steroids, which may 
in turn so improve the patient’s general condition so as to per- 
mit more definitive therapy. In reticulum cell sarcoma, roentgen 
therapy is the treatment of choice. In the acute lymphoblastic 
types the use of metabolic antagonists, such as Purinethol (6- 
mercaptopurine) and methotrexate, must be considered the treat- 
ment of choice. In the lymphocytic group the use of roentgen 
therapy, nitrogen mustard, or radioactive materials may be con- 
sidered. In the control of mixed types such as Hodgkin’s disease, 
a similar pattern of clinical management may be tried. 


Evaluation of the Present-Day Treatment of Pulmonary Tuber- 
culosis. J. B. Amberson. Ann. Int. Med. 43:1209-1217 (Dec.) 
1955 |Lancaster, Pa.]. 


Since diagnosis of pulmonary tuberculosis in its early phases 
is the exception and not the rule, the problem of treatment of 
the disease is made difficult and complicated because of the 
advanced stage of pulmonary tuberculosis in most patients. Treat- 
ment with streptomycin, aminosalicylic acid, and isoniazid has 
more certain and sustained effects on tuberculosis than rest 
alone, which for many years has been the basis of treatment. 
Resolution and fibrosis are more rapid and complete, but the 
healing processes are substantially the same as those observed 
in the natural course. Necrosis of tissue may be averted or 
delayed. Chemotherapy is indicated in all cases of manifestly 
active tuberculosis, and patients should have the added benefit 
of rest treatment, at least until the disease is controlled. Most 
patients profit by undergoing institutional treatment at the start, 
and many patients for long periods of time. Under suitable con- 
ditions, some patients may complete treatment satisfactorily at 
home. Regimens of chemotherapy, once started, usually should 
be continued for a year or longer without interruption and with 
only minor modifications. With few exceptions, combined treat- 
ment with two drugs should be practiced in order to delay bac- 
terial drug resistance. In present-day treatment, the possibilities 
of success depend more than ever before on early diagnosis, the 
proper evaluation of the individual case, and the planning and 
execution of long-term management. The life of patients with 
far advanced disease may be prolonged, but the relapse and 
mortality rates are high. In patients with less advanced and mini- 
mal disease, the prospects of permanent recovery are excellent; 
in some patients this is best assured by the aid of surgery. 


Three Types of Human Diabetes. R. D. Lawrence. Ann. Int. 
Med, 43:1199-1208 (Dec.) 1955 [Lancaster, Pa.]. 


Three types of diabetes mellitus are described in male and 
female patients, all of whom showed hyperglycemia and gly- 
cosuria. Differentiation between these types was made on simple 
clinical grounds of excess or lack of stored body fat, and by the 
presence or absence of ketosis. Differentiation also was made by 
experimental work, which showed different amounts of active 
insulin in the patients’ blood or different amounts of insulin 
extractable from the pancreas in dead diabetic patients on whom 
autopsies were performed. These three types of diabetes mellitus 
follow. 1. The commonest form is lipoplethoric diabetes mel- 
litus, which is found in obese middle-aged patients, without 
ketosis and with a normal, or nearly normal, blood and pan- 
creatic insulin content. Reducing diet controls the condition. 
2. Insulin-deficient diabetes mellitus is also a common form, 
especially in young people, with loss of weight, heavy ketosis, 
no plasma insulin, and little pancreatic insulin. Insulin treatment 
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is essential. 3. Lipoatrophic diabetes, a very rare syndrome, js 
described in one male and four female patients between the ages 
of 9 and 27 years. This syndrome is clinically characterized by a 
complete absence of body fat and by hyperlipemia, hepato. 
megaly, and a high basal metabolic rate. While type 2 is caused 
by an insulin deficiency, types 1 and 3 are caused by a funda- 
mental disturbance of fat metabolism and storage reacting on 
carbohydrate metabolism. These differences are discussed jp 
detail. 


The Diagnosis of Sarcoidosis with Special Reference to the 
Kveim Reaction. H. L. Israel and M. Sones. Ann. Int. Med, 
43:1269-1282 (Dec.) 1955 |Lancaster, Pa.]. 


Kveim, a Scandinavian worker, reported in 1941 that, after 
the injection of a sarcoidal lymph node suspension into the skin 
of a patient with active sarcoidosis, a small indolent papule 
formed in two to three weeks; if this papule was later excised, 
it resembled sarcoidosis histologically. No papule developed in 
control patients with tuberculosis. Employing a test material 
prepared from cervical lymph nodes of a patient with sar- 
coidosis, the authors performed 114 tests in 81 patients, of whom 
28 had sarcoidosis and 33, tuberculosis; 20 were additional 
controls, of whom 11 had allergic disorders, latent syphilis, 
Hodgkin’s disease, and idiopathic pulmonary fibrosis, and 
9 were apparently healthy persons. Palpable nodules were 
present eight weeks after the intracutaneous injection in 31 
of the 57 tests performed in the 28 patients with sarcoidosis, 
Biopsies of the injection site showed sarcoid reactions in 12 
(21.1%) of the tests performed. Palpable nodules resulted in 
27 of the 33 tests performed in the 33 patients with tuberculosis, 
and biopsies showed sarcoid reactions in 14 (42.4%). Palpable 
nodules resulted in 11 of the 24 tests performed in the 20 other 
controls, and biopsies showed sarcoid reactions in 2 (8.3%), 
The Kveim test cannot be relied on in its present form to 
establish the diagnosis of sarcoidosis. Despite many reports of 
the specificity of this test, the authors’ data show that the test 
has frequently given positive results in patients with tuberculosis 
and negative results in patients with sarcoidosis. Until reliable 
methods for standardization of the test material are developed, 
this reaction should not be employed as a diagnostic test. The 
Kveim reaction deserves further study as an immunologic 
phenomenon. It does not appear to be a specific allergic re- 
sponse, nor is it a characteristic tissue reaction of patients with 
sarcoidosis to nonspecific irritants. Until the causation of sar- 
coidosis is determined and a truly specific test thus made pos- 
sible, the diagnosis of sarcoidosis will require demonstration of 
a consistent histological picture, demonstration of involvement 
of organs or tissues characteristically affected, and exclusion 
by all available methods of tuberculosis, histoplasmosis, and 
beryllosis, the diseases that particularly simulate sarcoidosis. 


Recent Experiences with Histoplasmosis. E. Egbert, J. E. 
Johnson Jr., S. Y. Tsai and W. C. Levin. Texas J. Med. 
§$1:792-798 (Dec.) 1955 [Austin, Texas]. 


Skin tests indicate that histoplasmosis is fairly common in 
the eastern half of Texas, but the disease rarely becomes clin- 
ically evident. Histoplasma capsulatum is unique among the 
fungi as it exists in two forms, the mycelial and the yeast-like 
phases. Only the yeast form has ever been found or isolated 
from the tissues. Only the mycelial form with its chlamydo- 
spores is thought to be infective. The authors present the his- 
tories of seven patients with clinical histoplasmosis in whom 
the diagnosis was verified by laboratory studies. In addition 4 
group of four “presumptive” cases are described in which satis- 
factory bacteriological or tissue confirmation was not available 
but in which the clinical diagnosis seemed likely. The first of 
the seven patients had the acute pulmonary form of histo- 
plasmosis. He left the hospital against medical advice and 
without further therapy. He was seen once in the chest clinic 
after dismissal and was much improved. It is likely that the 
patient recovered or may recover, although the residual scarring 
may ultimately lead to pulmonary or ventilatory insufficiency. 
The efficacy of ethyl vanillate is difficult to assess, but fever and 
other symptoms did subside during its administration. The 
second patient, who had disseminated histoplasmosis with in- 
volvement of the skin, lungs, and liver, was unable to tolcrate 
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anillate and died 10 months later with gangrene of the 


ethyl * : F - 
leg, presumably due to arteriosclerosis and diabetes. In the third 
patient histoplasmosis was not diagnosed before death. The 


fourth and fifth cases illustrate the rapid dissemination and 
death in an infant and child with widespread histoplasmosis. 
The last two cases illustrate the frequency with which the 
chronic pulmonary form of histoplasmosis may be confused 
with tuberculosis and should alert the clinician to suspect this 
disease when acid-fast organisms cannot be found or when the 
patient fails to respond to conventional antituberculous therapy. 
The reliability of bone marrow smear as the sole confirmation 
of the diagnosis of histoplasmosis is questioned because of ob- 
servations on four cases in which organisms resembling Histo- 
plasma capsulatum were found unexpectedly in the marrow 
specimen and in which the clinical picture was not consistent 
with a diagnosis of active histoplasmosis. It is suggested that 
Histoplasma capsulatum occasionally may exist disseminated 
throughout the body for years without causing any clinical 
disease. 


Treatment of “Hepatic Coma” with L-Glutamic Acid. W. V. 
McDermott Jr., J. Wareham and A. G. Riddell. New England 
J. Med. 253:1093-1102 (Dec. 22) 1955 [Boston]. 


The authors employ the term “hepatic coma” to refer to 
patients with diseases of the liver or portal circulation who 
manifest varying degrees of encephalopathy. They comment on 
the role of ammonia intoxication in the causation of this en- 
cephalopathy and describe the effect of L-glutamic acid in 28 
patients with hepatic coma. These cases were divided into three 
groups: “spontaneous,” “exogenous,” and “chronic” encepha- 
lopathy. The group of patients with advanced liver disease who 
had central-nervous-system symptoms without precipitating 
factors, such as the ingestion of protein, ammonium chloride, 
or urea diuretics, and without evidence of bleeding into the 
gastrointestinal tract is referred to as suffering from acute 
spontaneous encephalopathy. The second group is composed of 
patients with reasonably well-compensated livers who had acute 
episodes of central-nervous-system signs or symptoms, pre- 
cipitated by exogenous factors such as gastrointestinal hemor- 
rhage, oral administration of ammonium chloride, or high- 
protein feedings; the common denominator in this group was 
the introduction into the gastrointestinal tract of a large amount 
of nitrogenous substances. The group classified as suffering from 
chronic encephalopathy includes patients with disease of the 
liver or portal circulation who evidenced a chronic confused 
state without any rapid progression to coma and without any 
apparent spontaneous remissions or exacerbations. L-glutamic 
acid was used in the treatment of all these patients in varying 
dosage. Orally, it was given in the form of L-glutamic acid 
powder in some form of liquid medium. When it was necessary 
to administer the drug parenterally because of the patient’s in- 
ability to take oral medication, L-glutamic acid was administered 
as a sodium salt; standard solutions containing 25 gm. of 
sodium glutamate in a 100-cc. ampul were administered by 
the addition of the ampul to 5% or 10% dextrose solution. In 
the patients with acute spontaneous encephalopathy there was 
relatively little effect from the treatment although transient 
improvement was noted in two cases. In the acute exogenous 
and chronic encephalopathies, however, a distinct improvement 
Was noted in the majority of the cases, and over half the patients 
in these combined groups were restored to a completely normal 
neurological status. In all but 4 of the 28 patients there was 
at least a transient fall in the level of peripheral blood ammonia 
during and immediately after treatment with L-glutamic acid. 
The authors feel that, if the term hepatic coma is to be retained, 
It would be well to distinguish between spontaneous hepatic 
coma, which includes all the complex disorders of the failing 
liver, and exogenous hepatic coma, which refers primarily to the 
syndrome of ammonia intoxication. 


Current Therapy of Hypertension. J. P. Coan, J. D. McAlpine 
and J. A. Boone. J. South Carolina M. A. 51:417-421 (Dec.) 
1955 |Florence, S. C.]. 


This study represents the experience of the authors with 
Various antitensive drugs in the treatment of hypertension for 
the past 18 months at the heart clinic of the Medical College 
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of South Carolina. During this period the authors studied 88 
patients at regular intervals for periods ranging from 6 to 18 
months. Treatment was instituted largely on an ambulatory 
basis. A diastolic pressure in excess of 100 mm. He on more 
than two consecutive visits was required for inclusion in this 
group. The patients ranged in age from 25 to 68 years. Patients 
with a diastolic pressure between 100 and 115 mm. He were 
classified as having mild hypertension; between 115 and 130, 
moderate; and above 130, severe. Thirty patients had mild, 34 
moderate, and 24 severe hypertension. The drugs used included 
Veratrum derivatives, reserpine, and |-hydrazinophthalazine. 
The results with the Veratrum drugs were unsatisfactory because 
the therapeutic dosages closely approximated the toxic dosages; 
however, it is thought that combination of the Veratrum group 
with the Rauwolfia group may produce therapeutic results with 
out toxic manifestations. Serpasil alone was effective in about 
70% of cases of mild or moderate hypertension and caused 
almost no serious side-effects. Serpasil in combination with 
Apresoline was most effective in severe hypertension. The un 
desirable side-effects of the two drugs tended to be neutral- 
ized by each other while their hypotensive effects were en 
hanced. By limiting the total daily dose of Apresoline, the 
authors were able to avoid the major toxic manifestations of 
the drugs. Patients who had previously been in cardiac de- 
compensation responded quite readily to the drugs and usually 
compensation was maintained more satisfactorily after control 
of their hypertension. Patients with chronic renal disease re- 
sponded well, particularly to the combination of Serpasil and 
Apresoline. Both Serpasil and Arfonad are effective intra- 
venously for hypertensive emergencies, but the authors empha- 
size that these drugs should be used only on hospitalized patients 
with a nurse in attendance at least for four hours after intra- 
venous administration of Serpasil and constantly while the 
patient is receiving Arfonad. Patients with preeclampsia seem 
to be especially susceptible to these drugs and caution is neces- 
sary in administration. Severe hypotensive episodes following 
their use are readily controlled by intravenous drips of nor- 
epinephrine. The authors feel that antihypertensive drugs are 
available at present to treat most types of hypertension 


Pheochromocytoma: The Value of Certain Tests Used Routinely 
in Diagnosis. E. S. Orgain. Ann. Int. Med. 43:1178-1194 (Dec.) 
1955 |Lancaster, Pa.}. 


Of 11 patients with pheochromocytoma observed at Duke 
Hospital, Durham, N. C., between 1930 and 1955, the con- 
dition was unrecognized in 2 before the advent of adrenergic 
blocking agents in diagnosis. Of the remaining nine patients, 
three had paroxysmal hypertension and six persistent hyper- 
tension. Fluctuations in blood pressure, spontaneous or secon- 
dary to various types of stimulation including surgical manipu- 
lation, were observed in all patients. in seven patients the 
condition was easily recognized on clinical grounds alone. In 
two patients, both with palpable left upper quadrant tumors, the 
diagnosis was made only by virtue of hypertensive crisis pre 
cipitated by surgical manipulation and reversed by injection of 
phentolamine hydrochloride. Provocative tests were performed 
in three patients. One patient had a positive result from the 
histamine test, and two patients had negative results; one patient 
had a positive result and one a negative result from the tetra 
ethylammonium chloride test; one patient had a negative result 
from the methalcholine chloride test. Piperoxan hydrochloride 
tests, performed according to standard techniques, gave positive 
results in four patients. Phentolamine hydrochloride was ad- 
ministered intramuscularly in deses of 5 mg. to five patients; 
four patients showed a positive response. Of the seven patients 
to whom phentolamine hydrochloride was given intravenously, 
three showed positive responses preoperatively, two during 
spontaneous attacks, and two in the course of the surgical inter- 
vention itself. The most important item in the diagnosis of 
pheochromocytoma is a high index of clinical suspicion. Once 
the possibility is entertained, no single test can be considered 
reliably diagnostic or exclusive, whether positive or negative. 
Suspicious results of tests require repetition of tests and then 
confirmation by different drugs. As a provocative agent, hista- 
mine appears to be the most reliable. Results should be checked 
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with tetraethylammonium and methalcholine chloride, for which 
additional reported experiences are needed. For routine screen- 
ing of hypertensive patients in large numbers, phentolamine 
given intramuscularly or intravenously is the drug of choice. 
Piperoxan hydrochloride, because of distressing pressor re- 
sponses in some patients, is most useful as a secondary check 
on responses to phentolamine hydrochloride. Dibenzyl beta- 
chlorethyl amine (Dibenamine) hydrochloride too often lowers 
the blood pressure of hypertensive patients to possess diagnostic 
significance. Patients whose blood pressures fluctuate widely 
should be submitted to both provocative and adrenalytic drugs 
at appropriate levels of blood pressure. Spontaneous fluctuations 
in blood pressure necessitate caution in the selection and inter- 
pretation of single tests. Alarming symptoms are sometimes 
produced by provocative procedures and by piperoxan hydro- 
chloride; one death followed the use of tetraethylammonium 
chloride. Pharmacological -tests will prove of great diagnostic 
value and the incidence of “false” tests will be reduced to a 
minimum. All patients below the age of 60 years who have 
sustained hypertension deserve routine screening for pheo- 
chromocytoma by the use of an adrenolytic drug. Tests for 
catecholamines in blood and urine appear to be the most reliable 
of all diagnostic methods for pheochromocytoma but present 
the greatest technical difficulties. Pharmacological tests, because 
of their simplicity, should be performed first, and each sus- 
picious case should be checked by chemical methods, if possible, 
before subjecting the patient to surgical exploration. 


Familial Essential Hypercholesterolemia and Xanthomatosis. 
J. Piper and L. Orrild. Ugesk. leger 117:1397-1405 (Oct. 27) 
1955 (In Danish) (Copenhagen, Denmark]. 


Follow-up in 1954 of 50 persons with essential hypercholester- 
emia, examined by Kornerup in 1941-1943 and representing 12 
families, showed 33 survivors: 10 persons, with average age of 
47.2 years, had died from coronary occlusion; 7, with average 
age of 66, had died from other causes. The frequency of 
xanthoma in tendons and/or skin, extrapalpebral xanthomas, 
xanthelasma, and arcus corneae noted in 1941-1943 was con- 
siderably increased in 1954 or at death. Angina pectoris was 
present in 22% of the cases in 1941-1943 and in 40% in 1954 
or at death. Systematic examination in 1954 of practically all 
members of the 12 families revealed hypercholesteremia in 112 
persons, aged from 2 to 79. Latent xanthomatosis, i. e. hyper- 
cholesteremia without xanthoma, was found in 70 cases; hyper- 
cholesteremia with xanthomas in tendons, in 34 cases; extra- 
palpebral xanthomas in the skin in 6; xanthelasma in 20; arcus 
corneae in 27; and angina pectoris in 10. Hypercholesteremia 
without xanthomatosis is the rule in children and young adults 
and with xanthomatosis in older adults. Xanthomatosis tends 
to progress. Hypercholesteremia is present from childhood. 
The serum cholesterol values increase steadily till the fifth 
decade, when they fall. Inheritance of familial essential hyper- 
cholesteremia is dominant. Coronary occlusion is the most 
common cause of death, often at an early age. 


Association of Antibody-Coated Red Blood Cells with Ulcerative 
Colitis: Report of Four Cases. M. Lorber, L. I. Schwartz and 
L. R. Wasserman. Am. J. Med. 19:887-894 (Dec.) 1955 |New 
York]. 


Four cases of ulcerative colitis are described in women, three 
white and one Negro, whose red blood cells showed a positive 
direct reaction to the Coombs’ test. In the first three patients 
the Coombs’ reactions were of varying intensities (1+, 3+, 
4+) and did not appear to be related to the age of the patients 
(28, 45, and 37 years, respectively), the previous duration of 
the colitis (1, 14%, and 11 years, respectively), or the extent of 
colonic involvement. Immediately before the detection of the 
antibody-coated red blood cells, two of the patients had had 
episodes of active colitis of 12 months’ and 3 weeks’ duration, 
while the third patient was in remission when hospitalized for 
a severe autoimmune hemolytic process characterized by icterus, 
splenomegaly, severe anemia, extreme reticulocytosis, sphero- 
cytosis, and a 4+ direct reaction to the Coombs’ test, accom- 
panied by pan- and iso-antibodies in the serum. In the fourth 
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patient the reaction of the red blood cells to the Coom’ tex 
was weakly but definitely positive, but the test was fi;.; per- 
formed three years after ileostomy and subtotal colectom, 
rather than earlier in the course of the disease when it may 
first have become positive. Except for the third patient with 
overt hemolytic anemia, it was not possible to assess the role 
played by hemolysis in the anemia of the three other patients 
In ulcerative colitis there are alterations in the absorption of 
fat, carbohydrates, and amino acids by the small intestine. }; 
is possible that in this disease certain normally rejected sub. 
stances are absorbed by the colon or by the small intestine. 
These substances may possess antigenic properties in common 
with the erythrocytes, thus stimulating the formation of red 
blood cell antibodies. Similarly, the diseased colon itself may 
have a hapten in common with the erythrocytes, which might 
stimulate the production of antibodies capable of coating the 
red blood cells. The occurrence of antibody-coated red blood 
cells in the blood of patients with ulcerative colitis thus appears 
to be related to the underlying intestinal disorder and, particu- 
larly, to the presence of diseased intestine, although it is not 
necessarily related to the clinical activity of the colitis. The 
possibility of an autoimmune hemolytic process should be con- 
sidered in the pathogenesis of anemia in ulcerative colitis, 


Studies on Copper Metabolism: XVI. Radioactive Copper 
Studies in Normal Subjects and in Patients with Hepatolenticular 
Degeneration. J. A. Bush, J. P. Mahoney, H. Markowitz and 
others. J. Clin. Invest. 34:1766-1778 (Dec.) 1955 |New York). 


The pathogenesis of hepatolenticular degeneration (Wilson's 
disease) is poorly understood. It has been suggested by several 
observers that the excessive accumulation of copper in the brain 
and liver causes the characteristic lesions in these organs. 
Whether the excessive deposition of copper is due to increased 
absorption or to a decreased rate of excretion has not been 
clarified by previous copper balance studies. The studies de- 
scribed in this report are concerned with the excretion of radio- 
copper. One milligram of copper containing 1 mc. of radio- 
activity was administered orally to four normal subjects and 
four patients with Wilson’s disease. The same amount of radio- 
copper was injected intravenously into four normal subjects, 
three patients with Wilson’s disease, and two patients with 
alcoholic cirrhosis of the liver. Following the oral administra- 
tion of radiocopper to normal subjects, an average of 0.1% of 
the administered dose was recovered in the urine and 72.4% 
in the stools; in the patients with Wilson’s disease, an average 
of 2.5% was recovered in the urine and 52% in the stools. 
The administration of potassium sulfide together with radio- 
copper to two of the patients with hepatolenticular degeneration 
resulted in an increase in the amount of activity recovered in 
the stools. Following the intravenous administration of radio- 
copper to normal subjects, an average of 0.2% of the activity 
was recovered in the urine and 12.4% in the stools; in the 
patients with Wilson’s disease, an average of 5.4% was re- 
covered in the urine and 2.5% in the stools. In the patients 
with alcoholic cirrhosis of the liver, an average of 0.8% was 
recovered in the urine and 8.5% in the stools. The uptake of 
radiocopper into ceruloplasmin was impaired in the patients 
with hepatolenticular degeneration as compared with that in 
normal subjects. The uptake was not impaired in the patients 
with alcoholic cirrhosis of the liver. The uptake of radiocopper 
by the liver, as measured by a body-surface scintillation counter, 
was depressed in three of the four patients with hepatolenticular 
degeneration and in one of two patients with alcoholic cirrhosis 
of the liver, as compared with the uptake in two normal subjects. 
The uptake of radiocopper by the erythrocytes of patients with 
hepatolenticular degeneration was not different from that of the 
red corpuscles of normal individuals. These findings are inter- 
preted as indicating that the excessive accumulation of copper 
in the tissues of patients is due primarily to increased absorption 
of copper from the gastrointestinal tract. Although a smaller 
proportion of the isotope administered intravenously was T& 
covered in the stools of the patients with Wilson’s disease than 
was recovered in the stools of normal subjects, evidence has 
been presented in support of the concept that the excretion o! 
copper in the bile may not be impaired. 
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SURGERY 


Surgical Treatment of Atrial Septal Defects. F. R. Edwards, 
H. G. Farquhar, J. D. Hay and G. J. Rees. Brit. M. J. 2:1463- 
1469 (Dec. 17) 1955 [London, England]. 


Twelve patients, 10 children and 2 adults, with atrial septal 
defects were subjected to surgical exploration with the aid of a 
right thoracotomy made through the fourth interspace, using 
a lateral incision extending anteriorly. Closure of the defect was 
attempted in 11 patients; it was not attempted in one patient 
with a common atrium. Two patients died. In the remaining 
nine patients closure was undertaken by a direct suture of the 
defect, including the portion of the atrial wall between the two 
yenae cavae. Tactile control of the suturing was maintained by 
a finger in the right atrium. The nine surviving patients were 
followed up for periods varying from six weeks to 11 months. 
Exercise tolerance improved in four of the seven patients in 
whom it was previously reduced; in two of these the follow-up 
period was too short for this factor to be assessed. The systolic 
murmur in the pulmonary area ceased or became softer in 
eight of the nine patients, suggesting a reduced blood flow 
through the pulmonary artery. Cardiac enlargement on x-ray 
examination became less in four patients but increased slightly 
in one patient with associated pulmonary stenosis. The pul- 
monary arc became smaller in three patients and pulmonary 
vascularity diminished in seven. The P wave in lead 2 of the 
electrocardiogram decreased in size in four patients. In these 
nine patients, therefore, the procedure appears to have achieved 
immediate satisfactory closure of the defect. Results suggest 
that in an ostium secundum complete closure may be expected. 
Closure by suture of an ostium primum is apt to produce 
damage to the conduction bundle, but a partial closure can 
bring great clinical improvement. It is advisable to undertake 
surgical treatment before severe symptoms and failure have 
supervened. Standard forms of anesthesia only are required. 
Since this article was written four additional patients were 
operated on by this method, with success. One patient had a 
coincidental open pulmonary valvotomy for pulmonary stenosis. 


Aneurysm of the Abdominal Aorta Involving the Right Renal 
Artery: Report of Case with Preservation of Renal Function 
After Resection and Grafting. F. H. Ellis Jr., R. A. Helden and 
E. A. Hines Jr. Ann. Surg. 142:992-996 (Dec.) 1955 [Phila- 
delphia}. 


The 64-year-old man whose history is presented was first seen 
at the Mayo Clinic in July, 1954, with a chief complaint of 
abdominal pain of one and one-half months’ duration. Initially 
the pain was constant and dull in nature and was located below 
and to the right of the umbilicus. It was associated at times 
with pain in the right lower lumbar region. Pain on occasion 
extended down the lateral aspect of the right thigh as far as 
the knee; it also was noted at times in the right groin and testis. 
He had experienced no claudication, although coldness of the 
feet had been noted for a few months. Because of the right 
lower abdominal pain, appendectomy had been done three and 
one-half weeks prior to admission. After operation, a pulsating 
abdominal mass was noted for the first time. Because of this 
he was referred to the clinic. A diagnosis of arteriosclerotic 
aneurysm of the abdominal aorta was made, and resection of 
the aneurysm with replacement by a homograft was advised. 
At operation an aneurysm of the abdominal aorta measuring 
6 by 5 by 3.5 cm. was exposed. It extended from a point 2 cm. 
below the left renal artery to the aortic bifurcation and involved 
the Proximal portion of the right common iliac artery. Re- 
section of the aneurysm and insertion of a homograft were 
done, with anastomosis of the cut end of the right renal artery 
‘0 a branch of the graft. The aorta was occluded for 135 
minutes. Studies carried out two and one-half months after 
Operation demonstrated patency of the graft and the anasto- 
Moses, with maintenance of function of the kidney that had 
been subjected to anastomosis to a branch of the graft. The 
authors show that one cannot conclude from the information 
available in the literature what is the period of safety during 
which one or both renal arteries may be occluded in man. The 
feporied case is of interest because the right renal artery was 
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occluded for 135 minutes during aortic resection and replace 
ment by a homograft. The results in this case suggest that 
resection of the aneurysm, with anastomosis of a homograft to 
the aorta and to the renal artery, may be a feasible procedure 
in the management of aortic aneurysms involving the renal 
artery. 


The Aberrant Lateral Thyroid Gland. H. Bloch-Michel 
Semaine hép. Paris 31:3863-3869 (Dec. 6) 1955 (In French) 
|Paris, France}. 


Nodules located in the cervicolateral region that are made up 
of normal or pathological thyroid tissue have for a long time 
been considered the result of anomalous embryonic develop 
ment. In actuality, they are metastases of thyroid cancers that 
are often latent; because this fact 1s not generally known, in 
adequate resections have been practiced, leading to local recur 
rences or the development of full-blown primary lesions of the 
thyroid gland. The author reports one case of such a tumor 
occuring in a 43-year-old man successfully treated by lymph 
node dissection and radiotherapy. The nodules may be single 
or multiple; they are diagnosed correctly in clinical practice 
only when a manifest thyroid tumor is present. More often 
the diagnosis is made histologically, when thyroid tissue is found. 
Definite signs of malignancy are rarely noted; occasionally the 
lesion presents the picture of a simple adenoma, but usually 
cystopapillary elements are seen. In most cases, the thyroid 
tissue is located within a lymph node. The primary cancer 
escapes detection because of its small size. It will be discovered 
at intervention, sometimes only when the systematically resected 
specimen is studied in detail. Treatment of the aberrant lateral 
thyroid should consist of radical lymph node dissection and 
hemithyroidectomy. Total thyroidectomy with contralateral 
lymph node dissection has also been advised. In all cases, 
operation should be supplemented by radiotherapy with x-rays 
or radium. 


Subtotal Gastrectomy for Peptic Ulcer: A One to Four and 
One-Half Year Clinical and Laboratory Follow-Up Study. 
P. B. Metcalf Jr., P. Cooper and R. H. Smithwick. Ann. Surg. 
142:924-937 (Dec.) 1955 |Philadelphia]. 


The authors made clinical and laboratory studies on 269 
male veterans from one to four and one-half years after sub- 
total gastrectomy was done for peptic ulcer. All the patients 
had first been studied and treated on the medical service or 
were seen in consultation by that service prior to the selection 
of surgery. At the time of operation it was found that 190 
patients had duodenal ulcers, 49 benign gastric ulcers, 18 both 
duodenal and gastric ulcers, and 12 gastrojejunal ulcers. The 
gastric resection included at least the distal two-thirds, and in 
many cases the distal three-quarters, of the stomach. Gastro- 
jejunostomy was antecolic in practically all cases. All resections 
were of the Billroth 2 type, and a Hofmeister type of anasto- 
mosis was employed. There were five hospital postoperative 
deaths, giving an over-all mortality of 1.9%. All deaths oc 
curred in patients operated upon for duodenal ulcer, resulting 
in a mortality rate of 2.4% for that group. Two of the deaths 
followed emergency operations. Nonfatal postoperative com- 
plications occurred in 61 of the 264 patients who survived the 
operation. Minor complications that delayed discharge up to 
an additional week occurred in 25, and major complications 
delaying discharge for more than an additional week occurred 
in 36 patients. There were four known late deaths, all in the 
duodenal ulcer group. One occurred as a result of acute perfora- 
tion of a gastrojejunal ulcer, as shown at laparotomy, three 
weeks after discharge from the hospital after a subtotal gastrec- 
tomy. Of the 260 survivors who were requested to reenter the 
hospital for study, 201 patients reported for follow-up exami- 
nation. None of the gastric ulcer patients developed a gastro- 
jejunal ulcer. There were nine proved or probable gastrojejunal 
ulcers in the duodenal ulcer group. Complete gastric secretory 
studies were carried out on 141 patients after subtotal gas- 
trectomy for duodenal ulcer and on 31 patients similarly treated 
for gastric ulcer. The patients who showed a pH below 3.5 on 
any gastric specimen were considered to have free acid in their 
gastric contents. Following insulin stimulation, 39% of the post- 
operative duodenal ulcer patients showed free acid, compared 








596 MEDICAL LITERATURE ABSTRACTS 


to 6% of the postoperative gastric ulcer patients. An additional 
18 duodenal and 7 gastric ulcer patients had secretory studies 
with omission of the insulin stimulation phase because of some 
medical contraindication. Of this duodenal ulcer group, 13 
showed free acid, whereas none of the gastric ulcer group 
showed free acid. The authors feel that the results of this study 
demonstrate the value of subtotal gastrectomy for the treatment 
of the patient with a peptic ulcer requiring operation. The 
results in some cases, however, are sufficiently disappointing to 
suggest that the search for a more ideal operative procedure 
should be continued. 


Anemia After Gastrectomy. P. Boivin, L. Hartmann and R. 
Fauvert. Semaine hép. Paris 31:3843-3850 (Dec. 6) 1955 (In 
French) [Paris, France]. 


A study was made of 25 patients in whom anemia developed 
following total or partial gastrectomy. Nineteen of the group 
were men. All three types of postgastrectomy anemia were 
represented, specifically: 2, probably 3, cases of pernicious 
anemia; 6 of iron-deficient hypochromic anemia; and 16 of 
protein-deficiency anemia. The first type occurs almost exclu- 
sively in patients who have had total gastrectomy; it is due to 
absence of the intrinsic factor. The second type is caused by 
hemorrhages from the gastrointestinal tract or defective ab- 
sorption of iron by the intestine; the essential factor is achlor- 
hydria. The third type is characterized by increased total cir- 
culating blood volume with normal or decreased average cor- 
puscular hemoglobin concentration and, usually, increased 
serum iron. The anemia can be corrected by replacement of 
serum proteins without any other form of treatment. Attention 
is called to the fact that the three types may occur in associ- 
ation. 


Differentia! Diagnosis in Defects of the Heocecal Junction. 
W. G. Sauer, J. R. Hodgson, J. G. Mayne and E. S. Judd Jr. 
Gastroenterology 29:837-847 (Nov.) 1955 [Baltimore]. 


The authors present the histories of five patients, which 
illustrate the difficulties that may be encountered in the diag- 
nosis of a lesion of the ileocecal valve. Lesions of the ileocecal 
valve may consist of edema, inflammatory changes, fatty de- 
posits, or benign or malignant tumors. In the reported cases 
the histories had no constant similarities. The clinician palpated 
an abdominal mass in two patients and the roentgenologist 
palpated a mass in another. In case | the mass was soft and of 
a somewhat rubbery consistency and proved on surgical explora- 
tion to be an edematous ileocecal valve. In case 3 the mass 
was hard, somewhat nodular and asymmetric, and proved on 
surgical exploration to be a neoplasm. In case 4 the mass that 
the roentgenologist palpated had a soft mushy feel. At operation 
this mass proved to be a neoplasm. Characteristically, the valve 
is soft and mushy to palpation, even though enlarged. The 
pattern of the mucuous membrane is preserved. When the valve 
is observed en face it has the general appearance of a doughnut 
or a rosette. Tangential projection reveals it as a symmetric 
filling defect in the cecum, with a smooth surface; in profile 
it has the appearance of an epsilon (€). In malignant neoplasm 
the characteristics of asymmetric mass, hard consistency, and 
loss of mucous-membrane relief pattern should provide sufficient 
roentgenologic criteria for differentiation of neoplasm from 
edema or hypertrophy of the ileocecal valve. The size of the 
ileocecal valve appears to be of questionable value in differ- 
ential diagnosis. In doubtful cases, when the clinical and roent- 
genologic manifestations are equivocal, surgical intervention 
may be necessary to establish a correct diagnosis and to avoid 
overlooking a malignant lesion occurring in the region of the 
ileocecal valve. 


Diverticulitis of the Colon with Perforation During Cortisone 
and ACTH Thkerapy. T. H. Palmer, P. J. H. Mason and A. C. 
Adams. J. Maine M. A. 46:349-351 (Dec.) 1955 [Portland, 
Maine]. 


A 56-year-old man was hospitalized because of progressively 
severe migratory polyarthritis of six months’ duration. Physical 
and laboratory findings were those of active rheumatoid arth- 
ritis. Because of a vague history of occasional abdominal dis- 
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comfort, x-ray studies of the upper gastrointestinal tract wers 
carried out to eliminate the possibility of peptic ulcer prior to 
institution of steroid therapy. No abnormality of the upper 
gastrointestinal tract was found, but a follow-up film showed 
barium-filled diverticula in the left side of the colon. Therap, 
with 60 units of corticotropin every eight hours intramuscular) 
was instituted. There was prompt improvement of the joint 
symptoms, but three days later sudden left-sided abdominal] Pain 
developed, which rapidly became generalized. Operation op 
the same day disclosed a generalized peritonitis and perforation 
of a sigmoid colon diverticulum. The perforation was closed. 
and a transverse colon colostomy was carried out. The post- 
operative course was complicated by an extensive wound in- 
fection and subsequent incisional hernia. Two and one-half 
months after perforation, left colectomy with end-to-end anasto. 
mosis of transverse colon and rectosigmoid, closure of colos- 
tomy, and repair of incisional hernia were carried out. A 78- 
year-old woman was hospitalized because of abdominal pain 
of 13 hours’ duration. The pain developed suddenly in the left 
side of the lower abdomen and rapidly became generalized, 
During the past three years she had had severe hypertrophic 
arthritis of the spine and extremities and had taken 50 to 100 mg. 
of cortisone by mouth daily for the past two years. The ab- 
domen was somewhat distended, with generalized rigidity and 
rebound tenderness. Films of the abdomen showed free air 
under the right side of the diaphragm. There were scattered 
gas-filled loops of small intestine and a considerable amount of 
air and fluid in the stomach and duodenum. The preoperative 
diagnosis was perforated diverticulum of the sigmoid colon. 
This diagnosis was confirmed at operation, three hours after 
admission. The patient died three days after operation. The 
authors feel that the steroid hormones may have been a con- 
tributing factor in the fulminating course. The possibility of 
diverticulitis with perforation should be kept in mind in patients 
over the age of 45 who are being treated with cortisone and 
corticotropin. 


Bone and Joint Tuberculosis and Its Treatment. O. Pinheiro 
Campos. J. Bone & Joint Surg. 37A:937-966 (Oct.) 1955 
[Boston]. 


Since 1935, over 1,000 cases of osteoarticular tuberculosis 
have been admitted to Jesus Hospital in Rio de Janeiro, and the 
records of these cases have been reviewed. The age of onset was 
sometimes difficult to determine, because quite frequently the 
first symptoms observed by the patient’s parents were swelling 
of the joint or deformity. This was particularly true in patients 
with spinal disease, which accounted for the majority, that is, 
for 555 of the 1,000 cases. Streptomycin, aminosalicylic acid, 
and isonicotinic acid hydrazide have a definite influence on the 
evoiution of the disease, but sound arthrodesis still is indis- 
pensable to a complete cure in the majority of patients. The 
results of conservative treatment of osteoarticular tuberculosis 
are of poor quality, resulting in a marked fibrous rigidity of the 
joint, with extensive erosions of the articular surfaces. This 
spontaneous fibrosis results in a false and unstable cure, because 
numerous latent foci of virulent bacilli remain enclosed in the 
fibrous tissue and in the bony cavities. The results of surgical 
treatment have been so satisfactory that all patients who meet 
certain requirements are operated upon, regardless of age. Thus 
spines, hips, and knees have been fused in many patients before 
the age of 5. It is not suggested that immediate operation !s 
the answer in every patient. The author operated upon numerous 
patients a few weeks after admission, while some patients were 
under the care of the author for years and died without being 
operated on. There is not much difference between infantile and 
adult osteoarticular tuberculosis. Permanent cure of tuberculous 
osteoarthritis can only be obtained by a perfect bony ankylosis, 
brought about by methods of arthrodesis based on sound 
anatomic and physiological principles, as proposed by Hibbs, 
Albee, and others. Good general condition, prolonged apyrex!4, 
and roentgenographic evidence of focal stability or, better, of 4 
lesion progressively improving are clinical signs favorable 10r 
surgery. The clinical findings must be confirmed by repeated 
blood cell counts. The hemoglobin and the red blood cell 
count must be normal or not too low. The important infor 
mation, however, is derived from the white blood cell count 
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4 hig lymphocyte count and a low monocyte count are an 
indication of high resistance of the host and of a favorable 
allergic condition. The lymphocyte-monocyte ratio, obtained by 
the division of the count of the lymphocytes by that of the 
monocytes, must be five or higher. The higher the ratio is above 
five, the better. In practically every patient operated upon who 
had a lymphocyte-monocyte ratio below five, some complication, 
quite often a serious and fatal one, occurred. All patients operated 
upon with a ratio above five did very well. The author often 
observed the lymphocyte-monocyte ratio to be in striking dis- 
agreement with the sedimentation rate, which, in his opinion, 
does not have the value attributed to it by the majority of the 
specialists. The author does not consider paraplegia the dreaded 
complication that others do. All paraplegic patients have been 
cured under the routine treatment of general care, immobiliza- 
tion, and early fusion of the spine. Early arthrodesis is the best 
and the safest treatment for paraplegia. 


The Treatment of Bone and Joint Tuberculosis. A. D. Smith. 
J. Bone & Joint Surg. 37A:1214-1222 (Dec.) 1955 [Boston]. 


Forty-eight patients with bone and joint tuberculosis were 
treated at the New York Orthopedic Hospital with streptomycin, 
the isonicotinamids, and aminosalicylic acid. Treatment was 
started with 4 mg. of isoniazid or 3 mg. of iproniazid per kilo- 
eram of body weight per day. If no toxic symptoms developed, 
the dose was increased to 6 mg. of isoniazid or 4 mg. of 
iproniazid per kilogram of body weight. At the same time 1] gm. 
of streptomycin was alternated with 1 gm. of dihydrostrepto- 
mycin for an adult three times per week, and from 10 to 15 gm. 
of aminosalicylic acid was given daily. In most of the patients, 
a spine fusion or arthrodesis was performed when their con- 
dition was deemed satisfactory, usually after a relatively short 
period of chemotherapy. Results were satisfactory and, the 
author believes, were superior to those obtained when surgical 
treatment was practiced with streptomycin alone. Any striking 
superiority in the effect of iproniazid over isoniazid could not 
be detected nor were the toxic effects of the former notably 
greater. Psychosis developed in three patients who underwent 
prolonged treatment, and several other minor toxic symptoms 
occurred that ceased after reduction in the amount of drugs 
used. There was no case of deafness or vertigo. Most striking 
were the effects of both streptomycin and the isonicotinic acid 
derivatives on abscesses and sinuses. It still is necessary to deal 
with the focus from which the abscess arises, but with the ad- 
ministration of these drugs there is a greater tendency for the 
abscess to become smaller and for the sinuses to close. If the 
abscess failed to respond satisfactorily to aspiration and in- 
stillation of streptomycin and isoniazid, it was incised and 
drained. After incision a small catheter was inserted and the 
drugs were instilled daily. With this treatment, the drainage 
usually diminished rapidly and finally ceased. Although experi- 
ence with streptomycin and the hydrazides of isonicotinic acid 
is still too short for final evaluation of their efficacy in the 
treatment of tuberculous bone and joint lesions, it now appears 
safe to say that undoubtedly they exert a beneficial effect, which 
is striking even in some active severe cases and also in abscesses 
and sinuses. In the main, however, these drugs by themselves 
are not an adequate treatment and should be used as an adjunct 
to surgery. Arthrodesis continues to be the safest and most 
effective method of treatment. Two cases of tuberculosis of the 
knee juint in a 42-year-old girl and in a 16-year-old girl are 
reported as types of cases in which drug therapy resulted in 
apparent arrest of the disease with limited surgical intervention 
and without arthrodesis, There is evidence that synovial tuber- 
culosis of the knee may be treated successfully without surgery 
and that this treatment may also apply to tuberculosis of the 
tendon Sheaths of the wrist and hand, Cautious experiments in 
this method of treatment should be continued. It is important 
that in all patients thus treated the diagnosis should be proved 
beyond doubt either by aspiration and guinea pig inoculation 
or by biopsy. It also is essential to follow the patient for many 


aa ‘to make certain that there is not a reactivation of the 
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Prognosis and Treatment of Dupuytren’s Contracture. Ro Tubi 
ana. J. Bone & Joint Surg. 37A:115S-1168 (Dec.) 1985 
[Boston]. 


A study of 100 patients with Dupuytren’s contracture who 
were treated at the clinic for orthopedic and plastic surgery of 
the University of Paris showed that the site and degree of the 
lesions, the choice of treatment, and the surgical technique 
constitute the most important factors in the prognosis. Apo 
neurectomy with complete removal of the palmar fascia, in 
cluding all the palmar and digital area involved, appeared to 
be the most effective treatment for this condition. Of 56 hands 
from which the palmar fascia was removed and which were 
examined after a follow-up period varying from six months to 
five years, there were 24 (43%) very good results, 19 (34%) 
good results, 11 (20%) fair results, and 2 (3%) therapeutic 
failures. In selected patients the aponeurectomy was completed 
with the aid of controlled hypotension. Five minutes before 
removal of the tourniquet, 25 mg. of hexamethonium was in- 
jected intravenously. The action of the drug continued for about 
one hour. If it was desirable to prolong the period of ganglionic 
paralysis during the immediate postoperative period, a second 
injection of 25 to SO mg. of the drug was given intramuscularly 
when the blood pressure started to rise. Controlled hypotension 
facilitated hemostasis in a clean operative field, with minimal 
bleeding; it reduced the time of the operation performed with 
the aid of tourniquet pressure, particularly in those operations 
that were completed with plastic repair; and it prevented post- 
operative hematoma, circulation being restored to normal only 
after the application of a pressure dressing 


A Report of Four Proved Cases of Tuberculous Bone or 
Synovial Infection Treated with Streptomycin. J. Dougherty 
and M. S. Sherman. J. Bone & Joint Surg. 37A:1223-1230 
(Dec.) 1955 {Boston}. 


Four children between the ages of 3 and 4'2 years with 
tuberculous arthritis of the left hip, the right shoulder, and the 
right knee, respectively, were treated at the division of ortho 
pedic surgery of the University of Chicago. In three of these 
patients pockets of diseased bone were curetted and the synovial 
membrane was left intact, except for the removal of biopsy 
material. The patients were then treated with streptomycin and 
aminosalicylic acid for 6 to 12 months with apparent arrest of 
local disease, as shown by clinical tests and roentgenograms 
They have all remained well for over three years and now exhibit 
a full range of painless motion in the previously involved joints. 
In the fourth patient, active synovial infection was evident, but 
no bony involvement was demonstrated either by roentgen ray 
examination or at arthrotomy. Biopsy only was performed. He 
received streptomycin and aminosalicylic acid for eight months, 
and, after only three months of bed rest, he was permitted 
activity. Two years have passed since the discontinuation of 
the treatment, and the patient appears well. In this last patient 
in whom involvement seemed limited to the synovial structures, 
streptomycin therapy alone appears to have arrested the disease. 
In the other three patients, in whom there was a concomitant 
focus of tuberculous osteomyelitis, surgical curettage of the 
bone focus combined with streptomycin therapy seems to have 
been effective. Primary healing of all wounds occurred. Syno- 
vectomy, open packing, and intra-articular injection of strepto- 
mycin were not employed. In three of the four patients, im- 
mobilization was not employed. There has been in each patient 
an apparent arrest of the pathological process, and motion has 
been retained in the four joints involved. Activity of the patient 
was limited for only a few months in three of the four cases 
Good results thus may be obtained from the early treatment of 
tuberculous arthritis by streptomycin. 


Typical Fractures of Radius. A. Lidstr6m. Nord. med. 54: 
1621-1625 (Oct. 27) 1955 (In Swedish) |Stockhelm, Sweden 


Follow-up of 102 patients with typical fractures of radius 
with dislocation that necessitated reduction, treated in the 
Karolinska-Sjukhus and observed for three to four years, showed 
unsatisfactory roentgen-anatomic results in half the cases. but 
44 were completely free from symptoms; 33 had negligible 
symptoms; 23 had symptoms that caused difficulty in perform- 
ing certain movements; and 2 showed poor functional results. 
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Dorsal plaster splint was an unsatisfactory method of fixation, 
and displacement occurred in 47 cases. Persisting radial devi- 
ation seems to have greater bearing on the presence of late 
symptoms than do dorsal angulation and shortening. Instability 
of the distal radioulnar joint was a frequent sequel .but usually 
caused only slight symptoms in the form of pain and weakness 
on pronation and supination. 


Massive Osteolysis (Acute Spontaneous Absorption of Bone, 
Phantom Bone, Disappearing Bone): Its Relation to Hemangio- 
matosis. L. W. Gorham and A. P. Stout. J. Bone & Joint Surg. 
37A:985-1004 (Oct.) 1955 [Boston]. 


The same type of mechanism for dissolving bone is operative 
in three classes of cases: (1) osteolysis associated with a possible 
infection, such as rheumatoid arthritis; (2) osteolysis associated 
with disease of the central nervous system; and (3) the massive 
type of osteolysis with complete disappearance of bone. It is the 
third form of osteolysis that is discussed in this paper. Sixteen 
cases collected from the literature by Gorham, Wright, Shultz, 
and Maxon, together with the two reported by them, are presented 
in tabular form. To these cases six additional cases from the 
literature have been added, making a total of 24 published 
reports. In nearly every one of the reported cases in which 
biopsy was done, the writers described the histological picture 
as showing the presence of numerous blood vessels. In a fatal 
case, in which a complete autopsy was done, the resemblance 
to hemangioma was most compelling. The authors collected 
all of the extant microscopic slides from eight cases. The pheno- 
menon of the extensive disappearance of an entire bone is quite 
distinct from the thinning of bone that occurs in atrophy from 
disuse. It also differs from the acute inflammatory atrophy 
associated with trauma described by Sudeck and from lytic 
processes in bone due to tumor, hyperparathyroidism, and other 
known causes. The lytic process may involve almost any bone in 
the skeleton. There was a striking similarity of the histological 
picture in every instance. The intensity of the vascular abnor- 
mality, however, varied considerably from one case to another. 
A study of the eight cases show that there occurs first within 
the affected bones a marked increase in the number of capillaries, 
which are dilated and filled with red blood cells when the bone 
is removed. This engorgement may be due either to obstruction 
to outflow or to hyperemia from increased inflow of arterial 
blood; it is not possible to determine this from the biopsy speci- 
mens. The mechanism by which the bony trabeculae are de- 
mineralized and absorbed is not apparent from a study of the 
sections, since no osteoclasts can be recognized. In three cases, 
and to some extent in a fourth one, the fibrous tissue replacing 
the sites from which the bone had vanished was the seat of a 
marked proliferation of vascular spaces, which anastomosed 
freely and which, in two cases, were lined by swollen endothelial 
cells, so that the process resembled that of hemangioendo- 
thelioma. In the other two cases, the endothelial cells were 
normal and the process might be either that of hemangioma or 
of lymphangioma. This and somewhat conflicting evidence in 
other cases seem to suggest that, when the capillary proliferation 
within the marrow spaces has resulted in the complete removal 
of the affected bone, the vessels usually do not disappear but 
remain either as a vascular growth closely resembling that found 
within the marrow spaces or as a sponge-like meshwork of 
freely anastomosing vascular spaces without red blood cells. In 
only one instance did the vessels disappear entirely. This whole 
process does not resemble the formation of ordinary heman- 
giomas in bones. These localize and do not spread; they may de- 
stroy bone but never dissolve it completely; and they show regen- 
eration. The process simulates the proliferation of capillaries 
observed in the soft tissues distal to congenital arteriovenous 
fistulas. The term “hemangiomatosis” has been used by one of 
these authors to describe the proliferative process, and they feel 
that it is properly applicable to that described here. There exists 
now a basis for a new syndrome, which is supported by a remark- 
able similarity of clinical and roentgenographic findings in 24 
cases and by an equally convincing similarity of this histological 
picture in 8 of these, which they have studied. The progressive 
osteolysis is always associated with an angiomatosis of blood 
and sometimes of lymphatic vessels, which seemingly are 
responsible for it. 
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Gangrene in the Aged Associated with Fractures of the f,. 
tremities. D. S. Miller and A. J. Harris. J. Internat. ( ol}, §y,. 
geons 24:669-688 (December) 1955 [Chicago]. 


All but 3 of 39 cases of patients with gangrene «ssociateg 
with fracture of the hip were collected from the fracture ward 
of Cook County Hospital, where orthopedic treatment js jp. 
stituted almost immediately on arrival, after an initial appraisa) 
of the acute problem. All patients were transferred to the service 
of the authors after the gangrenous complication ensued. Moy 
patients admitted to Cook County Hospital are medically jp. 
digent and reflect general neglect and chronic debility commonly 
associated with chronic cardiovascular-renal disease. They ey. 
hibit one and usually more of the following conditions: diabetes. 
hypoproteinemia, hypertension, hemiplegia, organic heart dis. 
orders, generalized arteriosclerosis, and alcoholism. Except for 
one patient, who was 54 years old, the age range was between 
64 and 97 years, the span during which advancing degenerative 
arteriosclerosis increases susceptibility to alterations in the 
character of the blood and vessel walls. Such circulatory altera- 
tions may be the precursors of gangrene. Fourteen selected and 
illustrated cases are summarized for salient features. All 39 
cases in the authors’ series are presented in tabular form to show 
the orthopedic-medical relation to gangrene in the aged, associ- 
ated with fractures. The authors feel that elderly patients with 
orthopedic problems should be treated with a view to comfort 
and preservation of life and limb rather than with primary 
concern for the correction of an orthopedic deformity. Gangrene 
of the extremity in the aged, in association with fractures of the 
neck of the femur, intertrochanteric fractures, or fractures of 
the shaft of the femur, is almost inevitable in the presence of 
advanced arteriosclerosis obliterans. Direct trauma to blood 
vessels may either sever or thrombose the large peripheral 
vessels and lead to gangrene of the extremity in the aged. Tight 
casts or secondary swellings of the extremities without timely 
removal of the cast or of bandages may lead to thrombosis of 
the arteries or veins. The incidence of arterial thrombosis lead- 
ing to gangrene is greater than that of gangrene from venous 
thrombosis; however, the two conditions may be coexistent in 
a third of the cases. Early ambulation and indirect heat may 
improve the circulation. Vasodilation may be effected by sym- 
pathetic block, sympathectomy, and possibly blood transfusions. 
The sites of fixation and nailing and the areas of pressure from 
casts or moleskin traction are the most susceptible to gangrene. 
When necrotic areas fail to respond to supportive measures and 
local treatment, and gangrene ensues, amputation must be ac- 
complished before toxic absorption of wet gangrene takes place. 
Refrigeration may prevent toxic absorption and be helpful in 
the improvement of the patient’s general condition preparatory 
to surgical intervention. The level of amputation is always 
supracondylar, never below the knee. 


Establishing a Skin Bank: Use and Various Methods of Preser- 
vation of Postmortem Homografts. J. B. Brown, M. P. Fryer 
and T. J. Zaydon. Plast. & Reconstruct. Surg. 16:337-351 
(Nov.) 1955 [Baltimore]. 


Postmortem homografts have the same properties as those 
from live donors, and, though the supply is unlimited, suitable 
recently deceased donors may not be available even in a large 
medical center when lifesaving temporary coverage is needed 
The authors solved the problem of having postmortem gralts 
in sufficient quantity when they are needed by a skin bank 
They describe the establishment of a skin bank, the technique 0! 
procuring, preparing, and the storage of skin at various tempera 
tures. They found that the results of lyophilized postmortem 
homografts used clinically parallel those observed in the mouse, 
i. e., they may be retained about as long as a nonviable covering 
membrane or as a viable preserved graft but not as long 4 
fresh postmortem grafts. They believe, however, that the use 
of postmortem homografts, fresh or preserved, should be ac- 
cepted as a standard surgical procedure and that there '!s little 
reason to use homografts from live donors (other than 10! 
transference to identical twins). Until the permanent assimila- 
tion of fresh autografts and permanent functional survival ¢" 
be established, the use of postmortem grafts can save !ives !° 
many instances and the simple direct method of fresh or short: 
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orage can be carried out in any hospital. It is not neces- 


rerm St : 
wait the settlement of all the various problems, such 


sary 10 « : 
ys storage. and permanence of grafts, to go ahead with the 
se of postmortem homografts, and, whenever this is carried 


wt with he addition of even short-term storage, a skin bank 
nay be suid to be in existence. 


\EUROLOGY & PSYCHIATRY 


gostral Leucotomy: A Report on 240 Cases Personally Followed 
lip After 142 to 5 Years. J. Pippard. J. Ment. Sc. 101:756-773 
Oct.) 1955 [London, England]. 


The author describes the results of rostral leukotomy in the 
srst 240 patients operated on by Dr. W. McKissock. The original 
open rostral operation, here called O, was done in 63 cases: an 
incision 1 to 2 cm. wide was made below the superior frontal 
cortex, isolating part of Brodmann’s areas 8, 9, and 10. In the 
next 116 cases a blind incision was made in the same plane or a 
little posterior to it, using a brain needle; this operation is refer- 
red to as B. The plane of operation in the last 60 cases is some- 
what different and McKissock calls the operation G, after Grant- 
ham, who introduced a technique for coagulating the inferior 
medial quadrants of the frontal lobes. The author made follow- 
up studies 18 months to five years after operation. There were 
three deaths attributable to the operation; only one death occur- 
red in 177 consecutive blind rostral operations (0.6%); major 
nonfatal intracerebral hemorrhage, in 1.7%; less severe bleeding, 
in perhaps 5%; a frontal lobe abscess, in one case. There is 
therefore an Operative morbidity of about 7%, but lastingly 
serious effects in only 1%. Urinary incontinence in the early 
postoperative period occurred in less than 10% of cases and was 
rare after uncomplicated operation except where there were 
contributory causes. The morbidity is higher in hypertensive 
patients but not sufficiently high to make hypertension a serious 
risk. Two hundred twenty patients were alive more than 18 
months after rostral leukotomy. Epilepsy occurred in 4.6% of 
196 patients whose operation was uncomplicated and who had no 
previous history of fits; in 5 of 21 cases, after a second leu- 
kotomy; in 3 of 15 cases, with probable undue operative hemor- 
thage. Three patients had attacks of status epilepticus. Six pa- 
tients, four of whom were obsessional, were strikingly disin- 
hibited during the early postoperative period; this condition 
appears to be distinct from postoperative attacks of hypomania 
observed in 10 patients with effective disorder of endogenous 
\ype, especially in recurrent depressive illness. In comparing the 
open O, blind B, and blind G operations, the author found that 
the Open operation gives much inferior results and is no longer 
in use. There is little to choose between B and G, both of which 
sive worthwhile results in two-thirds of the cases of affective 
disorder and psychoneuroses. There is a suggestion that intel- 
lectual deficits are likely to be more marked after G, and B is 
therefore recommended as the most satisfactory of the three 
operations. The success or failure of the leukotomy depends 
largely upon social environmental factors, such as: (1) the extent 
‘0 which symptoms depend upon distress, whether of tension, 
depression, or ruminative thinking; (2) the quality of the per- 
‘onality; and (3) the possibility of helping the patient to surmount 
‘avironmental difficulties. 


Personality Changes After Rostral Leucotomy: A Comparison 
with Standard Prefrontal Leucotomy. J. Pippard. J. Ment. Sc. 
101:774-787 (Oct.) 1955 [London, England]. 


The author presents the effect of rostral leukotomy on per- 
‘sonality in a selected group of 120 nonpsychotic patients followed 
ip at home 1% to 5 years after the operation and compares it 
with the effect of standard leukotomy in Partridge’s series of 
1950. One-third of patients still showed a noticeable reduction 
in “drive.” but a few were more active after the operation than 
they had ever been. Few patients showed much reduction in 
‘Pontaneity, but there was a tendency for leisure pursuits to be 
“SS active. Nearly half the patients had detectable affective 


deficit: ric 

— P rticularly, they tended to be less concerned for others, 
* seliish, less sympathetic. They worried less and were more 
“Snlented 


The changes were usually slight. Nearly half the 
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patients were less restrained; this showed chiefly in speech and 
temper. The quickly flaring but rapidly subsiding temper was 
readily accepted by families, who often preferred it to the sulks 
and grudge-bearing of the past. Half the patients had some 
intellectual impairment. Patchy amnesias and defective retention 
were frequent. Disturbances of conceptual thinking, present in 
about a quarter of cases, seem to be a little more marked in G 
cases than in B and were not observed in O cases. There were 
no active professional people in the series and therefore there is 
no evidence about the effect of rostral leukotomy in highly skilled 
and responsible workers. The work adjustment after operation 
ran closely parallel to the symptomatic relief. Sixty-seven per 
cent of patients were in full employment or keeping house as 
efficiently as before illness. Religious attitudes are not directly 
affected by rostral leukotomy. There is little change in sexual 
adjustment. Personality changes and symptomatic relief are 
related to the extent of the leukotomy lesion. Personality deficits 
were more marked in 10 patients. All but one of 13 other patients 
who later underwent unilateral or bilateral standard leukotomy 
suffered an increased personality deficit and in seven cases the 
losses were more severe than in any case in the rostral series 
Personality deficits are negligible after 95° of rostral leukot 
omies that have given good symptomatic relief, compared with 
only 44% of standard leukotomies. Undesirable changes were 
present in only 2 of 114 patients, compared with 
leukotomies. 


29° of standard 


Second Leucotomies. J. Pippard. J. Ment. Sc. 101:788-793 
(Oct.) 1955 [London, England]. 


Bilateral blind rostral leukotomy has been shown to be an 
adequate operation for the relief of many tense psychoneurotic 
and depressive states. The operation gave worthwhile results in 
about two-thirds of such cases in a series that included many 
who were unsuitable. This paper is concerned with the results in 
27 patients operated on more than once. The author found that, 
whereas a more extensive prefrontal cut than rostral leukotomy 
may relieve symptoms, the personality deficits will inevitably 
be larger; they may be comparatively unimportant after standard 
leukotomy in schizophrenic patients, but in inadequate, vulner- 
able psychoneurotic patients they are usually serious. Of 19 
patients who had bilateral standard leukotomy as a second opera- 
tion, only 3 obtained good results. Failure of rostral leukotomy 
in a psychoneurotic patient should lead to doubt whether surgery 
is the proper treatment for that patient, rather than to more 
extensive leukotomy. Standard leukotomy in the plane of the 
coronal suture is too destructive an operation for such cases. 


A Note on Urinary Copper-Reducing Steroid Excretion in Pa- 
tients with Psychiatric Disorders. W. H. H. Merivale and R. A. 
Hunter. J. Ment. Sc. 161:890-892 (Oct.) 1955 [London, England]. 


Altered adrenocortical activity has been reported in patients 
with psychiatric disorders. The chance finding of a high urinary 
copper-reducing steroid excretion in a man suffering from recur 
rent depressive illnesses, who was suspected of having Addison's 
disease, prompted the authors to investigate the excretion of 
these steroids in a group of unselected psychiatric patients. They 
report the results of 23 estima ions on 21 patients. Increased 
urinary copper-reducing steroid excretion was observed in & of 
21 patients with a variety of psychiatric disorders. These eight 
patients evidenced greater anxiety than those in whom the cop 
per-reducing steroid excretion was normal. This finding suggests 
that emotional factors can alter the values obtained in such 
estimations, and this must be borne in mind when the test is used 
for the evaluation of organic disease. 


Sympathectomy and Its Indic tion in the Treatment of the 
Cerebral Arteriosclerotic Vascular Diseases. J. Murakami and 
E. Ando. Arch. jap. Chir. 24*125-131 (March) 1955 (In English) 
|Kyoto, Japan|}. 


Resection of the upper cervical sympathetic ganglion, con-— 
sisting of the removal of the lower pole and the rami com- 
municantes of this ganglion, was performed on 60 unselected 
patients with cerebral palsy. Recent hemorrhage within three 
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weeks after an apoplexy constitutes a definite contraindication 
against the operation, and patients with this type of lesion were 
excluded. Of 21 patients with hemiplegia operated on within 
four months after the apoplectic insult, the area of ischemic 
softening followed cerebral thrombosis in 9 and cerebral hemor- 
rhage in 12. Of the nine patients, three were improved in 
speech and motor power immediately after the operation and 
One made a complete recovery. Of the 12 patients, 6 were 
immediately improved. Since spontaneous improvement of 
cerebral palsy has been observed in Japan in 50% of the patients 
with this disease, the results of the operation performed in the 
early stage after an apoplectic insult do not indicate effective- 
ness of the operation. Of 39 patients operated on who had 
late hemiplegia persisting for more than four months after the 
apoplectic insult, and even for several years, the paralysis was 
mild in 22, and severe, either total or nearly total, in 17. Of 
the 22 patients with slightly clumsy hand, uncoordinated gait, 
headache or other encephalopathic symptoms, 4 made a com- 
plete recovery and 9 were improved. None of the 17 patients 
with severe paralysis were improved. The slight hemiplegia 
after a vascular accident occurring in the brain may constitute 
an indication for cervical sympathectomy, if the palsy does not 
show any tendency to recovery in the course of several months. 
These patients first should undergo a procaine block test of the 
cervical sympathetic chain. If there appears a satisfactory re- 
action to this test, i. e., improvement of motor power and of 
disturbance of speech, resection of the lower pole of the upper 
cervical sympathetic ganglion and its communicating rami is 
recommended. 


Effect of Booster Inoculations on the Serologic Status of Children 
Vaccinated with Poliomyelitis Vaccine. G. C. Brown. Am. J. 
Pub. Health 45:1401-1408 (Nov.) 1955 [Albany, N. Y.]. 


The effect of a booster inoculation of poliomyelitis vaccine 
on the serologic status of 119 children vaccinated one year 
previously in the 1954 field trial in three counties of Michigan 
was studied. The children were bled before and after the booster 
inoculation. Their serum antibody titers were determined by 
neutralization tests in tissue cultures and compared with the 
titers of their serums before and after primary vaccination. Due 
to differences in the antigenic potency of the original vaccines, 
the primary immunization had resulted in a good response in 
the children of one of the three counties and in a poor response 
in those of the two other counties. A decline in antibody titer 
over the next year was observed, and the average loss appeared 
to be more pronounced in those groups that had shown the better 
response. The booster inoculation resulted in a sharp increase 
in antibody titer for all groups but was especially effective in 
those who had responded poorly after the primary vaccination. 
The pattern of antibody titers was studied with the aid of a 
more sensitive technique in an additional group of children 
ranging in age from 1 to 6 years, who were followed up for 
the same period in the course of which they were bled before 
and after primary vaccination, six months later, and before 
and after booster inoculations. In these children a very satis- 
factory response to the primary vaccination was followed by a 
gradual decline and an excellent response to the booster in- 
oculation. Despite the difficulty of comparing results in groups 
receiving different vaccines in different areas, the author’s data 
are of value in that they represent the serologic status of children 
immunized under actual field conditions and emphasize the 
beneficial effects of the booster inoculation one year after the 
primary vaccination. 


On the Presence of Poliomyelitis Virus in Regional Lymph 
Nodes. H. A. Wenner and P. Kamitsuka. Pediatrics 16:770- 
777 (Dec.) 1955 [Springfield, IIl.]. 


Autopsies were performed on nine male and six female 
patients between the ages of 2 and 36 years who had died of 
bulbar or bulbospinal poliomyelitis. The time elapsing between 
onset of illness and death ranged from 2 to 10 days. Micro- 
scopic examination of the tissues of the central nervous system 
confirmed the clinical diagnosis of poliomyelitis. Poliomyelitis 
virus was detected in various regional lymph nodes, such as 
axillary, inguinal, and mesenteric lymph nodes, in 12 of the 
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15 fatal cases. Evidence that poliomyelitis virus mi tiplied jp 
lymphatic tissue was not obtained. The quantities of detectable 
virus in lymph nodes were significantly lower than inp either 
central nervous system tissues or in the contents of the gastro. 
intestinal tract. The data obtained in five patients indicated that 
substantial amounts of virus were not bound in situ by homo. 
typic antibody. Concerning the presence of poliomyelitis yjpy. 
in anatomically separated regional lymph nodes of human be. 
ings, it is suggested that during the phase of viremia Polio- 
myelitis virus passes from the blood stream into interstisi; 
tissue compartments. It is transported from these spaces througt: 
afferent lymphatics to regional lymph nodes where it rests eithe; 
free or, probably, within phagocytic cells. If there is yiry 
replication in lymph nodes it appears to be quantitatively 
limited in comparison with virus growth (titers) in the cells of 
the central nervous system or whatever its source in the gastro. 
intestinal tract. 


Spread of Poliomyelitis Infection in Nursery Schools. |. R 
McCarroll, J. L. Melnick and D. M. Horstmann. Am, J. Pub 
Health 45:1541-1550 (Dec.) 1955 |Albany, N. Y.]. 


An outbreak of poliomyelitis occurred in New York City in 
January, 1955, and involved three nursery schools located with- 
in three city blocks of each other. The outbreak was inves- 
tigated by means of personal interviews with all families with 
children attending these nursery schools and their close con- 
tacts, by examination of stool samples for the presence of polio- 
myelitis virus, and by serologic tests for the presence of both 
complement-fixing and neutralizing antibodies. In the first two 
schools investigated, 60% of the children were found to be 
infected with type | poliomyelitis virus, as revealed by virus 
isolation or presence of complement-fixing (CF) antibodies, or 
both. Families of infected children gave higher rates of in- 
fection, indicating that close contact in the home was more 
favorable for the spread of the virus than the more limited 
contact in the school. All siblings of infected children became 
infected. Of the parents who were not protected by the presence 
of type 1 neutralizing antibodies, 93% became infected, con- 
firming the high invasiveness of the virus usually noted in such 
family groups. Investigation of the third school in which a 
known carrier of the virus was found, however, failed to reveal 
any spread of the virus. The low invasiveness of the virus in 
this school, in contrast to its rapid spread in the two othe! 
schools, is difficult to explain since no difference was detected 
in the physical surroundings, the groups involved, or their 


‘immunologic status; it indicates, however, that the usual high 


invasiveness of the virus may be modified under some circum- 
stances. 


Presenile Dementia of the Jakob Type: Corticostriospinal De- 
generation. S. Bornstein and G. A. Jervis. A. M. A. Arch 
Neurol. & Psychiat. 74:598-610 (Dec.) 1955 [Chicago]. 


Two broad groups of presenile dementia are recognized. The 
first includes Alzheimer’s and Pick’s disease; the second com- 
prises a small number of still ill-defined conditions variously 
associated with names of Jakob, Creutzfeldt, Heidenhain, Krae- 
pelin, and others. The authors describe their observations on two 
patients with this second form of presenile dementia. The two 
patients showed similar mental manifestations and dissimilar 
neurological symptoms. The age of onset was 57 and 46 years 
respectively. Mental features in both cases were those of a ps): 
chosis usually associated with structural changes of the brain. 
confusion, disorientation, marked memory impairment, and !- 
tellectual deficit being in the foreground. Mental deterioration 
was progressive, without remission. The course of the disease 
was relatively rapid, being 16 and 14 months respectively. In case 
1 the neurological picture was so outstanding and o such 4 
nature as to justify the diagnosis of amyotrophic lateral sclerosis, 
whereas in case 2 neurological manifestations were |! nited . 
occasional muscular twitchings, dysarthria, some tremors, 40° 
terminal inability to swallow. In contrast to the varic'y 0! the 
clinical pictures, the pathological lesions were uniform and athe! 
meager, consisting essentially of widespread degenerative lesions 
of the neurons with concomitant neuroglia reaction. |e mor 
phological changes were similar in type in the two cases ifferint 
somewhat in distribution, the cortex and thalamus be: ring 
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brunt of the lesions in case 2, whereas in case | the spinal cord 
and medulla were more severely involved. The findings in these 
two patients are compared with those reported in cases of pre- 
senile dementias, which have been labeled Jakob’s, Creutzfeldt’s, 
Heidenhain’s or Kraepelin’s disease. All these disorders have in 
common the following features: onset usually in the presenile 
age: rapid, progressive course; fatal outcome; “organic” de- 
mentia; neurological manifestations; and diffuse degenerative 
lesions of the neuron cells, varying in distribution and relative 
severity. These common features appear to justify the grouping 
of all cases into a distinct clinicopathological syndrome. The 
confusing eponymic terminology might be simplified by substi- 
tuting for the names of authors the term “corticostriospinal de- 
veneration,” first suggested by Wilson. Should subgrouping of 
the syndrome become advisable, the following subdivision is 
suggested: (1) spinalstriocortical degeneration, which would in- 
clude the few cases with a prevalently spinal symptomatology, 
simulating the clinical picture of amyotrophic lateral sclerosis; 
(2) striocorticalspinal degeneration, for which the symptoma- 
tology is dominantly extrapyramidal and conspicuous cellular 
changes are present in the striatum; and (3) corticostriospinal 
degeneration, which would include all cases presenting as the 
outstanding manifestation intellectual deterioration and the cor- 
tex as the site of prevalent pathological localization. 


Amyloid Polyneuropathy. J. F. Sullivan, T. E. Twitchell, G. J. 
Gherardi and W. P. VanderLaan Jr. Neurology 5:847-855 (Dec.) 
1955 [Minneapolis]. 


The authors believe that it is possible to identify and thus to 
separate from the group of polyneuropathies the patients present- 
ing with neuropathy due to primary amyloidosis. Each of the 
three patients described in this report presented with a chronic 
sensorimotor neuropathy, hoarseness, and electrocardiographic 
changes, a combination of symptoms and signs that suggests 
primary amyloidosis. The first patient was a 50-year-old man, 
whose weight had decreased from 226 to 146 lb. (102.6 to 66.2 
kg.) in the course of 10 years. Five years previously he had had 
an episode of weakness, sweating, and nausea presumed to be 
due to heart disease. For two and a half years he had been aware 
of swelling of his ankles on dependency. At that time he began 
to note the development of weakness and fatigue of his legs, 
with tenderness of the feet and calves. For one year he had had 
numbness and tingling starting in the feet and extending to the 
knees. A few months prior to examination he began to note 
weakness of his hands but no sensory change. His voice had also 
changed and he had become quite hoarse. Biopsy studies of skin, 
cutaneous nerve, and striated muscle showed amyloidosis of all 
three tissues. In all three locations the amyloid displayed the 
usual predilection for vessel walls and perivascular areas, with 
small deposits indiscriminately distributed in the interstitium. 
The nerves contained very small and presumably early deposits, 
lrequently in relation to the wall of the nutrient vessels. After 
the diagnosis was established, a two-week course of corticotropin 
(reatment was given but produced no improvement. The patient 
died after further gradual deterioration. The second patient, a 
woman, aged 54, had first noted the insidious onset of her illness 
18 months before her examination. Although biopsy studies of 
skin, nerve, and muscles revealed no amyloid, alerted by the first 
case, the authors were strongly suspicious when this patient pre- 
sented with a chronic neuropathy, hoarseness, and minimal elec- 
'rocardiographic changes, and a clinical diagnosis of amyloid 
neuropathy was made. She died and autopsy studies revealed 
Primary amyloidosis involving mainly blood vessels, lymph 
nodes, and peripheral nerves (including pericardial nerves) and 
also acute, diffuse interstitial myocarditis and evidence of cardiac 
failure. The third patient whose case is reported was a 59-year- 
old man. In each of the patients a change in the voice or a 
clinical Suggestion of heart disease preceded the onset of the 
neuropathy. The neuropathy itself always began with involve- 
ment of the lower extremities. There was no particular feature 
of the neuropathy itself in amyloid disease to differentiate it from 
4 polyneuropathy of other cause. Death of two of the patients 
resulted from congestive heart failure. The third patient is living 
but bedridden due to profound weakness. The authors mention 
literature Feports on cases of amyloid polyneuropathy. These 
also show the frequency of involvement of heart and/or larynx. 
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Early Diagnosis of Compression of the Spinal Cord by Neo- 
plasms. G. F. Rowbotham. Lancet 2:1220-1222 (Dec. 10) 1955 
|[London, England]. 


The author reviews 80 cases of compression of the spinal cord 
by neoplasms, which came under his care from 1941 to 1948 
He analyzed this group to determine whether early diagnosis ts 
possible without subjecting every patient suspected of spinal-cord 
compression to the dangers and discomforts of special investiga 
tions. The group included 60 primary and 20 secondary neo 
plasms. The primary neoplasms included 14 meningiomas, 22 
neuromas, 5 angiomas, 5 tumors of the cauda equina, 6 gliomas 
7 tumors arising from the spinal column, and one arising in the 
extradural space. The primary growths in the 20 secondary neo 
plasms causing compression of the spinal cord by secondary 
deposits were situated as follows: bronchus, seven; prostate, six 
breast, five; kidney, one; and stomach, one. In 18 cases the 
nature of the lesion was known before the spinal cord became 
affected. The author emphasizes that, in constriction of the spinal 
cord by a malignant silent primary neoplasm, the neurological 
signs are much the same as those caused by the compression of 
a primary benign neoplasm. But in cancerous cases the patient 
may be fully paralyzed within a few days of the first signs of 
weakness; whereas in cases of benign neoplasm the paralysis 
develops slowly over months or even years. It is impossible to 
identify the origin of spinal-cord compression by the first symp 
tom. A persistent pain of root distribution suggests a physical 
origin, and aggravation by straining or coughing confirms this 
At the other end of the scale is the picture of complete paralysis, 
of gross sensory loss, of sphincteric paralysis, of decubitus ulcers, 
and of ascending infection of the kidneys. A diagnosis should 
be made as soon as possible after the appearance of the first 
symptom. Neoplasms that are surgically curable nearly always 
progress slowly, and it is often possible to make a diagnosis on 
clinical evidence alone before irreversible damage has been done 
to the spinal cord. 


PEDIATRICS 


Studies in Sickle-Cell Anemia: VIII. Further Observations on 
the Clinical Manifestations of Sickle-Cell Anemia in Children. 
R. B. Scott, A. D. Ferguson, M. E. Jenkins and H. M. Clark 
A. M. A. Am. J. Dis. Child. 90:682-691 (Dec.) 1955 [Chicago] 


Clinical manifestations of sickle-cell anemia are reported in 
63 Negro children, 39 of whom were boys and 24 girls. The 
children ranged in age from 3 months to 15 years. The mean 
age at the first admission to hospital was 4.7 years. The most 
frequent complaints were pain, fever, upper-respiratory-tract in 
fections, and anorexia. Pallor was noted in 50 children, lym 
phadenopathy in 38, increased size of the heart in 36, spleno 
megaly in 30, and jaundice in about one-third of the children 
less than 4 years of age and in half of those over 4 years of age. 
Some degree of liver enlargement was observed in all the chil 
dren up to 11 years of age, with a peak incidence in those 
between 3 and 9 years. Other findings less frequently observed 
were cardiac murmurs, poor nutrition and asthenic body build, 
lordosis, ascites, swelling of joints, hemiplegia, osteoporosis, and 
gallstones. The mean erythrocyte count was 2,600,000 per cubic 
millimeter. This level was fairly constant throughout the first 
13 years of life and appears to represent the “adjusted physio- 
logical norm” for these children. Similarly the hemoglobin con- 
centration varied only very slightly from the mean of 7.7 gm. 
per 100 cc., except for a rise after the ninth year of life. The 
total leukocyte count (mean 16,848 cells per cubic millimeter) 
was consistently higher than that observed in normai children 
Two uniformly consistent findings in these patients were increased 
resistance of the erythrocytes to hypotonic sodium chloride solu- 
tions and impaired ability to concentrate urine. Sickle-cell 
anemia, from the diagnostic point of view, may mimic a variety 
of diseases, including such dissimilar conditions as rheumatic 
fever, other anemias, central-nervous-system diseases, and acute 
“surgical” abdominal emergencies. Although a variety of meth- 
ods have been used in the management of this disease, blood 
transfusions together with antibacterial agents for the control of 
intercurrent infection remain the most reliable therapeutic agents. 
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Because of the chronicity and incurability of this disease, good 
psychological care of patients and their parents is very important. 
Good medical management can do a great deal to make life 
more bearable for these children. There is a natural tendency 
for sickle-cell anemia to become somewhat attenuated in the 
older child. 


The Diagnosis of Operable Portal Obstruction in Children. N. 
Schuckmell, W. J. Grove and A. P. Remenchik. A. M. A. Am. 
J. Dis. Child. 90:692-700 (Dec.) 1955 [Chicago]. 


Four illustrative cases of portal hypertension are described in 
children between the ages of 1 and 7 years. Depression of 
morphological blood elements, splenomegaly, and esophageal 
varices were present in all patients. Portal hypertension was 
caused by extrahepatic obstruction to portal flow in two patients 
and by intrahepatic venous obstruction in the other two; hema- 
iemesis was the complaint in the two patients with extrahepatic 
obstruction. Although no bleeding had as yet occurred in the 
two patients with cirrhosis, varices were observed. The presence 
of extrahepatic portal obstruction was established preoperatively 
in both patients in this category when 10 cc. of sodium acetri- 
zoate (Urokon) was injected percutaneously through the abdom- 
inal wall into the spleen. In the other two patients splenic 
portography was attempted in the course of laparotomy, but 
satisfactory pictures were obtained in one patient only. In all 
patients splenectomy and splenorenal anastomosis were per- 
formed. One patient died 14 hours after the surgical intervention. 
Autopsy revealed two local strictures of the portal vein, with 
focal endophlebosclerosis; the splenorenal anastomosis was 
patent. The three other patients survived; postoperatively two of 
them had normal blood values and growth increments and mini- 
mal to no evidence of varices. Conclusions on the last patient 
must be deferred until sufficient time has passed. It is believed 
that the prognosis in the three surviving children has been greatly 
improved. Early recognition and accurate diagnosis of portal 
hypertension in children are important to prevent medically and 
surgically the complications of serious hemorrhage and “hyper- 
splenism.” By means of portal venography the site of portal 
obstruction may be demonstrated. The indications, technique, 
and precautions of percutaneous transplenic venography are 
presented. Although the procedure has been safe in the reported 
cases, possible complications are discussed. 


Congenital Toxoplasmosis: Diagnosis Confirmed by Passage to 
Mouse. D. Morris, B. Levin and N. E. France. Lancet 2:1172- 
1174 (Dec. 3) 1955 [London, England]. 


The cardinal clinical features of congenital toxoplasmosis, 
meningo-encephalo-myelitis, chorioretinitis, and radiological evi- 
dence of cerebral calcification, are sufficiently well recognized 
to enable a good proportion of cases to be diagnosed at or soon 
after birth. Purpura in a newborn infant, although more com- 
monly associated with other conditions, is occasionally one of 
the presenting features of toxoplasmosis. The infant whose his- 
tory is presented was born spontaneously at term to a primi- 
parous woman. At birth purpuric spots were present over the 
baby’s face and trunk, and vitamin K was given during the next 
24 hours. She became fretful, refused feeds, and looked unwell; 
fresh purpura appeared over her body. Irritability, which had 
been mild at the onset, gradually increased, and generalized con- 
vulsions ensued. The cranial sutures were observed to have 
separated, although the circumference of the head remained 
unaltered at 132 in. Both eyes were microphthalmic; ophthal- 
moscopy revealed a large white opacity in the left lens and a 
smaller one in the right lens. The baby’s condition slowly de- 
teriorated and she died at the age of 25 days. Toxoplasmic 
encephalitis having been provisionally diagnosed, brain and 
retinal tissue were histologically examined. The lining of the 
ventricular system showed a cellular reaction with numerous 
toxoplasma cells adjacent to normal brain tissue and separated 
from the ventricle by a zone of necrosis and calcification. Num- 
erous extracellular and intracellular toxoplasma cells were seen 
in the retina. Toxoplasma cells obtained from the infant’s brain 
after death were passed by intraperitoneal inoculation to mice. 
The authors emphasize that purpura may be a presenting sign of 
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toxoplasmosis and that a considerable excess of protein 4, 

a 
relatively small excess of cells in the cerebrospinal fluid are 
diagnostic significance. , 


Acute Vascular (Schénlein-Henoch) Purpura—An Immunologic 
Disease? M. B. Kreidberg, W. Dameshek and R. Latorraca, \.y 
England J. Med. 253:1014-1018 (Dec. 8) 1955 [Boston], 


Acute vascular (Schonlein-Henoch) purpura is reported in ping 
girls and six boys between the ages of 2 and 9 years who wer, 
admitted to the Boston Floating Hospital because of a purp si 
eruption associated with joint pains, fever, and malaise. A pre. 
ceding infection of the pharynx or tonsils was followed } 
latent period of 3 to 28 days before the appearance of the pur 
puric eruption in all patients except in one, in whom pyuri; 
was present. Eight of the 15 patients complained of severe colick 
abdominal pain, and 6 patients had melena for four to nine day« 
Three patients showed the features of acute nephritis includin 
hematuria and albuminuria. The red blood cell counts varie 
between 3,100,000 and 4,500,000 and the white blood cell coun 
between 6,900 and 19,000. Five patients had eosinophilia. Th 
platelet counts in all patients were within normal limits and > 
five patients were somewhat increased. Bleeding time, coagul; 
tion time, clot retraction, prothrombin time, and prothrombi 
consumption were normal in all patients. Acute vascular purpur 
is a polymorphous disease characterized by urticaria-like an 
purpuric skin lesions usually associated with other hemorrhagi 
manifestations involving joints, gastrointestinal tract, and kid 
neys. The various features may be concomitant or may appea 
as isolated symptoms. As a result, the clinical picture is extremely 
variable. The fundamental lesion is apparently a vasculitis anc 
perivasculitis, and the skin purpura may be one of their mani- 
festations. The joint symptoms appear to be due to periarticular 
edema similar to that seen in serum sickness, an allergic disease 
Gastrointestinal symptoms and melena are probably caused by 
hemorrhage and edema resulting from vascular lesions in the 
wall of the intestines. The latent period between remission of 
the infection, which preceded the onset of purpura in all |S 
patients, and the appearance of purpura may be the time during 
which, in response to an antigenic stimulus of unknown nature, 
an immunologic mechanism develops. An immunologic “storm,” 
with an antigen-antibody reaction at the end organ (small blood 
vessels), probably determines the picture of acute inflammatory 
perivasculitis observed in the walls of the small blood vessels of 
the corium of four of the authors’ patients on whom skin biopsies 
were performed, and in the capillaries of the synovia, glomeruli 
of the kidney, and small blood vessels of the walls of the intes- 
tines, which had been reported by other workers; this in turn 
explains the varied symptomatology. 


Roentgen Examination of Gastrointestinal Tract of Newborn 
Infants. M. Carbonell Juanico, L. Gubern Salisachs, I. Claret 
Corominas and others. Rev. espai. pediat. 11:443-452 (July- 
Aug.) 1955 (In Spanish) [Zaragoza, Spain]. 


The functions and aspect of the gastrointestinal tract of 60 
normal newborn infants from birth to the age of 48 hours were 
observed roentgenologically. The examinations were made either 
without the use of contrast substance or after administration 0! 
small doses of a thick opaque mixture consisting of three por 
tions of cow’s milk and a portion of “Baritrast” (a barium preps 
ration). The passage of air through the gastrointestinal tract ¥é 
observed immediately after birth and then at intervals of | 
minutes for eight hours. The opaque mixture was given: (] DY 
mouth or through a gastric sound, (2) by enema, and (3) by inte 
tinal intubation. A few teaspoonfuls of the opaque mixture Were 
given by mouth and 30 or 70 cc. were given through the stom ach 
tube. Roentgen examination of the gastrointestinal tract after 
ingestion of the opaque mixture was made with the newborn 
infant in the oblique, vertical, lateral, horizontal, and lrendelen- 
burg positions. The authors conclude that the examination © 
the gastrointestinal tract without the use of contrast substance 
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of the opaque mixture either by mouth or through 





4 = 7 ene ibe shows function and aspect of the gastrointestinal 
= . more clearly in newborn infants during the first two days 
jife than in older newborn infants. During the first two days 
+ hf newborn infants swallow a great quantity of air and do 
lunologic + belch equently. Circulating air delays progression of the 
ca. New ; ie substance, Which results in a good visualization of the 
uctures Opaque enema is of value in the diagnosis of several 
din nine eases of the lower portion of the gastrointestinal tract. E nema 
yho Were easily given and is harmless. Intestinal intubation is of value 
purpuric -d is harmless. The tube reaches the point of intestinal obstruc- 
». A pre. » if any. Signs indicating the cause of the obstruction are 
red by a en observed. 
the pur 
Nn pyuri smparativ e Results of Treatment of Scarlet Fever with Spira- 
e colick) wein and Erythromycin: Difficulties in Diagnosing Benign 
ine days ‘rms. R. Martin, B. Sureau, Y. Chabert and others. Presse 
ncludin yd. 63:1615-1617 (Nov. 23) 1955 (In French) |Paris, France}. 
IS Varie F t 
Hl coun Spiramycin, a new antibiotic produced by the organism Strep- 


ilia. Tt omvces ambofaciens, has been shown to possess an activity 
imilar to that of penicillin, particularly against streptococci. 


€ / 

eat his bactericidal rate approaches its bacteriostatic rate. Experi- 
hrombi: Iggmentally, its effects on streptococcic and pneumococcic infections 
purpur ompared with those of erythromycin. A series of 25 patients 
like an vith scarlet fever was treated with one or the other antibiotic; 
orrhagi it was found that the two were equally effective, but erythro- 
and kid mycin was not so well tolerated by adult patients as spiramycin. 
y appea MMMBAI! of the patients had mild forms of the disease; the malignant 


xtreme! forms have become a rarity in France. The benign forms may be 
difficult to diagnose, since there is no pathognomonic sign. The 
presence of group A beta-hemolytic streptococci is not constant, 
and its absence does not invalidate a diagnosis of scarlet fever. 
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DERMATOLOGY 


rgical Planing of Skin for Cutaneous Defects. M. L. Grais. 
Rocky Mountain M. J. 52:1110-1116 (Dec.) 1955 |Denver]. 


The author describes his experience with Kurtin’s technique 
of planing the skin for the improvement of scars resulting from 
acne, trauma, or other disfiguring conditions of the skin. The 
procedure consists essentially in freezing the involved skin with 
ethyl chloride and abrading the frozen skin with a rapidly rotat- 


omeruli ing wire brush. A blower directed to the area of skin being frozen 
le Intes- HM increases the speed of evaporation of the ethyl chloride and thus 
in (Urn BM speeds the freezing process. Abrasion or planing is carried down 

through the epidermis to varying levels of the dermis, depending 
) on the depth of the scar to be removed. The author employed a 
ewborn tube-breathing apparatus to eliminate inhalation of ethyl chloride 
pan lumes by the patient plus a rubber dam sealed on with adhesive 
Seere lape to prevent seepage of ethyl chloride into the eyes. Gentian 

iolet was used as described by Hubler to demarcate the areas 
t of 60 [aE © De planed. These refinements plus premedication with hyp- 
rs were iotics removed the important sources of apprehension and rest- 
e either essness On the part of the patient and made the procedure easier 
tion of ¢ the operator. The author illustrates the usefulness of the 
ee por- srocedure on the basis of case histories with photographs show- 
| prepa- ng the lesions before and after treatment. During the first year 
act was ‘is method was employed in over 100 patients, ranging in age 
- of 15 fom 11 months to 47 years. Since each of these patients received 
(1) by *veral planings in the same and different areas, the number of 
y intes- ‘dividual planings runs into the hundreds. Serious complications 
re were id not occur. In some cases cold sensitivity, as with a mild frost 
tomach ‘le, persisted for two to three months. In a number of patients 
t after rythema over the treated area persisted for many months and in 


ewborn one for almost a year. Slight areas of pigmentation particularly 
ndelen- a the margins of the planed area developed in a few of the 
patients. Erythema and pigmentation can be minimized by post- 







tion ol 

pstance *perative protection from wind and sunlight. Pigmentation was 
hy easily concealed b k Raa ge eae 

ows bY ; cealed by make-up. In some cases ridging or demarca- 





oe the borders of treated areas occurred, especially if proper 
“acing or feathering of the edges was not carried out. This 
quires skill and ridging occurs less frequently with the ex- 
Perienced operator. 
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Skin Testing of Industrial Compounds: Development of Poly- 
valent Sensitivity. E. von Haam and F. S. Mallette. Am. Indust 
Hyg. A. Quart. 16:324-329 (Dec.) 1955 |Chicago 


The patch test, which was first employed as a means of deter 
mining the causative chemical irritant of contact dermatitis, has 
now become a means of determining the possible skin irritatin 
or sensitizing properties of new chemical compounds before they 
are placed before the public. This is called the “prophetic” pat 
test of Schwartz and Peck. In the past seven years the author 
have used the prophetic patch test on 292 compounds used } 
the rubber and plastics industries. Recently Sunderman and Haa 
took exception to two of their observations and published resul 
that contradict the findings of the authors. The substances 
question were two plasticizers, namely, Paraplex G-25 and G-40 
which were considered by the authors as severe irritants and 
moderate sensitizers according to tests performed in 1948 and 
published in 1952. Sunderman and Haag found both substance 
to be neither irritating nor sensitizing. This discrepancy posed a 
puzzling problem. The studies presented in this paper were undet 
taken to discover the cause of these divergent results. In then 
recheck experiments the authors found that the results of Sun 
derman and Haag were confirmed on a group of test subjects 
consisting of students most of whom had never before been used 
in skin testing experiments. Analysis of their previous records 
revealed to the authors that their previous results were obtained 
with test subjects most of whom had served in this capacity many 
times before and some of whom admitted on questioning a 
definite increase in their skin irritability. The difference between 
the skin irritability of persons previously exposed to many skin 
tests and new subjects could be clearly demonstrated by th: 
authors with six compounds none of which had been tested on 
those subjects before and none of which were considered sensi 
tizing. In another experiment they found that the skin irritability 
could be increased quickly in a group of new subjects by sub 
jecting them to repeated patch tests over a short period. This 
altered skin irritability was quite nonspecific and could be demon 
strated with various chemically unrelated nonsensitizing com 
pounds. From these results the authors conclude that some of 
the results they published previously may have been erroneous 
having been influenced by an increased skin irritability in persons 
used repeatedly for patch tests. They feel that this nonspecific 
skin irritability has not been recognized properly in the literature 
and that it constitutes a serious source of errors in prophetic 
patch test procedures. 


Treatment of Keloids with Local Injections of Hydrocortisone- 
Acetate. G. Asboe-Hansen, H. Brodthagen and L. Zachariac 
Ugesk. leger 117:1428-1430 (Nov. 3) 1955 (In Danish) |[Copen 
hagen, Denmark|. 


In 38 patients a total of 56 keloids (28 in vaccination scars, 4 


in acne cicatrices, and 24 in cicatrices after burns, operation 
or contusions), present for from six weeks to eight years, were 
ireated with local injections of hydrocortisone acetate viven 


intervals of from 8 to 20 days. The total dose was from 35 to 725 
mg. The single dose varied from 5 to 50 mg., depending on the 
size and firmness of the keloids. In 51 cases the treatment resulted 
in softening or complete disappearance of the keloids, in most 
cases with good cosmetic effect. In all cases the accompanying, 
often intense, itching disappeared. Hydrocortisone acetate must 
be introduced into the affected tissue, as the effect on normal 
tissue can temporarily cause disfiguring atrophy of the soft parts 
Temporary atrophy of the soft parts immediately surrounding 
the keloids was seen in 10 cases. Examination of 32 keloids from 
2 to 18 months after treatment showed only one recurrence 


Generalized Eruption (Autosensitization) in Varicose Eczemas. 
H. Haxthausen. Ugesk. leger 117:1501-1505 (Nov. 17) 1955 (In 
Danish) |Copenhagen, Denmark|. 


Autosensitization is a frequent phenomenon in varicose and 
post-thrombotic eczemas. In 235 cases of varicose and post- 
thrombotic eczemas, 88 cases of secondary eruptions were seen 
In a control study of 1,041 cases of eczemas of other origin, 
autosensitization was demonstrated in only 4% of the cases. 
Generalized eczemas are marked by a remarkable symmetry, a 
condition explained by the hematogenic origin. There is a predi- 
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lection for the arms, especially the volar side; then, with decreas- 
ing frequency thighs, legs, trunk, face, hands, neck, and feet are 
affected. Usually moderate, sometimes intense, itching accom- 
panies the eruption. It is hardly possible at present to determine 
what part tissue antigens alone, bacteria alone, medicaments 
alone, or a combination of these factors play in the phenomenon 
called autosensitization. The circulatory condition in status vari- 
cosus may be a predisposing factor. Treatment of the generalized 
eruption in varicose eczemas is in most cases simple and the 
patient is grateful. When the primary eczema is treated ade- 
quately, best with confinement to bed, to counteract the harmful 
circulatory factor, the secondary eruptions generally disappear 
spontaneously. The author seldom applies other treatment than 
zinc Ointment; in more extensive eczematous changes and in the 
peeling and pruriginous forms, tar and other different agents are 
used. Recurrence is believed to be frequent. 


OPHTHALMOLOGY 


Visual Field Defects in Exophthalmos Associated with Thyroid 
Disease. T. R. Hedges Jr. and H. G. Scheie. A. M. A. Arch. 
Ophth. 54:885-892 (Dec.) 1955 [Chicago]. 


It is not widely recognized that exophthalmos associated with 
thyroid disease can be accompanied by visual loss. This report 
concerns six patients in whom defects could be demonstrated in 
central visual fields indicative of optic nerve involvement within 
the orbit similar to optic or retrobulbar neuritis. Three patients 
showed pericentral scotomas in one or both eyes, and in three 
patients nerve fiber bundle defects were present. No direct rela- 
tionship existed between thyroid activity and the optic nerve 
involvement in the majority of these patients. Visual loss was 
more pronounced in the more exophthalmic eye only when 
asymmetry of proptosis was marked (3 to 4 mm.). Two schools 
of thought exist as to the pathogenesis of this phenomenon. A 
neurotoxic mechanism is possible when thyrotoxicosis is related 
to the onset or remission of optic nerve defects and preferably 
when marked exophthalmos is not present. However, mechani- 
cal factors are of primary importance in most instances. In- 
creased tissue volume in the orbit and subsequent rise in orbita! 
pressure lead to pressure on the nerve and impairment of its 
circulation. The field defects described in this paper are char- 
acteristic of such a process affecting the optic nerve. The prog- 
nosis in cases with retrobulbar involvement of the optic nerve 
is good in that the majority show return to normal vision and 
fields within a few months. In cases in which papilledema is 
present over a prolonged period of time, the visual prognosis is 
considerably worse because of the danger of secondary optic 
atrophy. Surgical decompression of the orbit is most justified in 
this latter group of patients and can be avoided in those patients 
who have visual loss due to retrobulbar involvement of the nerve, 
unless accompanied by severe external signs and corneal defects. 


Cataracts Produced in Rats by 1, 4-Dimethanesulfonoxybutane 
(Myleran). C. Solomon, A. E. Light and E. J. De Beer. A. M. A. 
Arch. Ophth. 54:850-852 (Dec.) 1955 [Chicago]. 


Myleran (1, 4-dimethanesulfonoxybutane) has proved of value 
in the treatment of chronic myeloid leukemia. The authors 
describe toxicity tests with Myleran, which they carried out on 
growing male albino rats. They found that doses greater than 
20 mg. of Myleran per kilogram of diet caused death before 
cataract formation. Doses less than 7.5 mg. per kilogram had 
no effect, even after 26 weeks. The doses between these limits 
did produce opacities in the rat’s eyes, the time of appearance 
having an inverse relationship to the dose. In other experiments 
it was found that cataracts once formed were irreversible, since 
realimentation on a drug-free control diet for periods up to 
eight weeks did not alleviate the condition. Likewise, various 
nutritional and chemical supplements, so far used, have had no 
inhibiting effect on the opacity formation. Commenting on these 
experimental findings the authors say that even the lowest dose 
of Myleran used to produce the rat cataracts is still about 10 
times the dose used in the treatment of chronic myeloid leukemia 
in humans. Up to the present time no cataracts have been found 
in patients following the use of this drug. The changes in the 
lens epithelium of the rat found following the administration 
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of critical amounts of the drug are similar to those seen in 
cataracts produced by irradiation. This is not unexpected, since 
Myleran, like the nitrogen mustards, is included with the so- 
called “radiomimetics,” which exhibit a number of comparable 
biological properties in common. The authors feel that Myleran 
may prove useful in studies of cataract formation. 


Eye Damage by Tobacco. H. S. Hedges. Virginia M. Month. 
82:544-545 (Dec.) 1955 [Richmond, Virginia]. 


Experimental work has demonstrated that even one or two 
cigarettes will cause definite narrowing of the small arterioles of 
the finger tips. This explains the numbness and coldness of the 
finger tips of many who complain of early symptoms of tobacco 
amblyopia. Along with this there is a slight premature loss of 
accommodation. As time goes on, gradually the central per- 
ception of red and green begins to fade, and distant vision begins 
to fail. After an undetermined time, there will be a total loss 
of central red and green perception; and the ophthalmoscope 
reveals that the whole of the area of the optic nerve that carries 
the fibers from the whole area of accurate vision (papillomacular 
bundle) shows a dull, greyish outline, and gradually the entire 
disk will appear atrophic. By this time, vision has probably fallen 
to 20/200 or even less; but, fortunately, if the cause is elim- 
inated, many of these patients will recover. The author relates 
two case histories, which demonstrate that, by stopping smoking, 
the dimness of vision caused by tobacco poisoning may be 
counteracted. He feels that the damage that can be done to the 
eyes by the use of tobacco is not sufficiently appreciated. 


THERAPEUTICS 


New Antibiotic and Antituberculous Drug, Cycloserine: Para- 
doxical Clinical and Experimental Results. A. Ravina and M. 
Pestel. Presse méd. 63:1637-1639 (Nov. 26) 1955 (In French) 
|Paris, France]. 


The authors had good clinical results with cycloserine in a 
small series of 16 patients, 11 of whom were tubercular. This 
contrasted with the fact that the drug had been reported ineffec- 
tive in animal tuberculosis; however, it had been shown to have 
antagonism to the tubercle bacillus in vitro. Cycloserine is a 
wide-spectrum antibiotic capable of curbing new bouts of dis- 
ease and superinfections by association of pyogens. In the treat- 
ment of tuberculosis, it can be administered along with strepto- 
mycin or isoniazid, and its low molecular weight makes it 
peculiarly adaptable to combination with isoniazid. It is also 
effective against lesions resistant to streptomycin, isoniazid, and 
aminosalicylic acid. The dosage used should never exceed 1.5 
gm. a day; this is administered orally in 0.25 2m. capsules. Close 
clinical and electroencephalographic surveiliance of the patients 
is necessary for the avoidance of intolerance reactions, which 
are preceded by psychomotor symptoms. Outpatient therapy with 
cycloserine is not recommended. 


Trial of Actinomycin C in Malignant Adenopathies. P. Croizat 
and Lacoste. Presse méd. 63:1681 (Dec. 3) 1955 (In French) 
[Paris, France]. 


Since November, 1953, the authors have used actinomycin C 
in the treatment of 44 patients with malignant adenopathy, 
among whom were 23 with lymphogranulomatosis, 10 with reti- 
culum cell sarcoma, and 6 with lymphosarcoma. Most of them 
had been treated previously with radiotherapy or nitrogen must- 
ard. Actinomycin C was administered in daily intravenous injec- 
tions of 400 gammas each for men, 300 gammas for women, and 
200 gammas for young children. The average duration of treat- 
ment was three weeks. Benign side-effects tended to occur in 
connection with administration of higher doses of the drug but 
did not depend on length of treatment. Vitamin B complex 
therapy appeared to reduce their severity. Stomatitis was the 
commonest (14 patients), followed by diarrhea (6), and partial 
transitory falling-out of the hair (4). In general, the results ob- 
tained were far inferior to those of radiotherapy or nitrogen 
mustard, but there was definite benefit in patients with lympho- 
granulomatosis, less in those with lymphosarcoma, and even less 
in those with reticulum cell sarcoma. The drug’s effects were 
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principally directed toward the general condition and pyrexia, 
and, to a lesser and variable extent, toward the lymph nodes of 
different regions. Actinomycin C has particular value in allowing 
wider spacing of courses of therapy with the better known agents. 
When associated with roentgen therapy, it allows decreasing of 
the x-ray dosage. 


Fatal Agranulocytosis from Massive-Dose Therapy with Actino- 
mycin C. M. Janbon, L. Bertrand and G. Carli. Presse méd. 
63:1682-1683 (Dec. 3) 1955 (In French) [Paris, France]. 


Two men in their early sixties, one with inoperable broncho- 
pulmonary carcinoma and the other with Hodgkin’s disease with 
Mikulicz’s syndrome, died of agranulocytosis due to aplasia of 
the bone marrow. They had both been given actinomycin C, and 
there is no doubt that this drug caused the fatal complication. 
Reactions of intolerance appeared after the patients had received 
7,000 gammas of actinomycin C and took the form of anorexia, 
nausea and vomiting, and glossitis and stomatitis. Treatment 
was discontinued at 9,400 and 8,200 gammas, respectively, after 
which a choleriform state established itself, with gangrenous 
lesions of the perineum and necrotic ulceration of the oro- 
pharynx. Agranulocytosis progressed rapidly, (the blood picture 
had been normal at the 7,000-gamma level), and death in hyper- 
thermia occurred within four days in both instances. 


Neomercazole Treatment of Thyrotoxicosis. K. Kirkeby, T. 
Kahrs and O. R@mcke. Tidsskr. norske legefor. 75:737-739 
(Nov. 1) 1955 (In Norwegian) [Oslo, Norway]. 


From July, 1953, to July, 1955, Neomercazole was applied in 
Drammen Hospital in 89 patients with thyrotoxicosis. Treatment 
was begun in the hospital, with policlinical control at intervals 
of from three to four weeks to two to three months, when the 
condition was stabilized and the metabolism normal. The length 
of observation is now from one month to 23 months. The initial 
dose in the milder cases was 30 mg. of Neomercazole daily, in 
grave cases, 40 mg. daily. It was necessary to increase the initial 
dose to 50 mg. daily in only a few cases. The metabolism de- 
creased to normal values after from 2 to 12 weeks, with clinical 
improvement at the same time. When the metabolism was nor- 
malized, treatment was continued with doses of from 2.5 to 20 
mg. daily, the average maintenance dose being 8 mg. daily. How 
long to continue the maintenance dose is an open question. In 
some favorable cases it was discontinued after from 6 to 12 
months but had to be resumed, as the metabolism tended to rise. 
In one case treatment was discontinued because of exanthem. 
Considerable growth of struma necessitated termination in one 
case. In five other cases there was an uncertain increase in the 
size of the thyroid gland, which receded on continued treatment. 
As a rule the struma decreased in size during Neomercazole 
treatment. The authors are well satisfied with the results of 
Neomercazole treatment. 


PATHOLOGY 


Déhle Bodies in the Leucocytes of Patients with Burns. W. 
Weiner and E. Topley. J. Clin. Path. 8:324-328 (Nov.) 1955 
[London, England]. 


In 1911 Dohle described the appearance of round, blue-stain- 
ing bodies in the cytoplasm of neutrophil leukocytes of patients 
with scarlet fever and at first assumed that they might be the 
cause of scarlet fever. Déhle bodies were observed also in 
erysipelas, in diphtheria, in typhus, and possibly in tuberculosis. 
DGhle bodies range from just visible size to approximately 1 
to 2u. They are found most often at the periphery of the cell. 
With Leishman-Giemsa, or any other of the usual Romanowsky 
stains, they are a sky blue to grey blue color and are easily 
distinguished from the pinkish stained cytoplasm of the neutro- 
phil leukocytes. Some of the cells contain one Dohle body; others 
may contain up to three or even four. They are always discrete 
and clearly separated by normal stained cytoplasm. Their stain- 
ing properties, shape, and position in the cell distinguish them 
clearly from normal or pathological granulation occurring in 
neutrophil leukocytes. The discovery of Déhle bodies in the 
neutrophil leukocytes of patients with burns was due to a chance 
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observation. In order to ascertain the frequency and timing of 
their occurrence and any possible association between the pres 
ence of Dodhle bodies and other features such as the size of the 
burn, bacterial colonization, anemia, or leukocytosis, the authors 
made studies on the blood films of 19 consecutive patients ad 
mitted to the burns unit of the Birmingham Accident Hospital 
between June 29 and Aug. 15, 1953, and from 9 patients with 
burns involving more than 13% of the body surface admitted 
later. Of the 19 consecutive patients, 11 showed Doéhle bodies at 
some time after their admission. Of the 14 patients with burns 
with 2% or less full-thickness skin loss, only 6 showed Déhle 
bodies; all 5 patients with more than 2° full-thickness skin loss 
showed Dohle bodies. All nine patients with more than 13% 
full-thickness skin loss showed Dohle bodies. In two patients 
admitted in 1955 the burns involved 10 to 14% full-thickness 
skin loss. The burns were excised on the day of admission, and 
the grafts took almost perfectly. No Déhle bodies appeared in 
the leukocytes of these two patients. Dihle bodies seem to appear 
during the first day or two after the burn and often disappear 
when complete or nearly complete skin cover is obtained. Their 
clinical and pathological significance is as yet unknown. It is 
suggested that their presence may reflect one of the many changes 
in biochemistry of the neutrophil leukocytes taking part in an 
acute reticuloendothelial response. In all cases reported so far 
(with the possible exception of typhus) the appearance of Déhle 
bodies coincided more or less with the appearance of a polymor- 
phonuclear leukocytosis. Histochemical and biochemical investi- 
gations on these leukocytes may possibly help to clarify their 
causation. 


Comparison of Blood and Egg Media for Rapid Isolation of 
Mycobacterium Tuberculosis. G. A. Dunlop and B. D. Lowe. 
J. Clin. Path. 8:300-301 (Nov.) 1955 [London, England]. 


Rapid isolation of Mycobacterium tuberculosis on a culture 
medium consisting of human blood, saponin, and agar was 
described in 1954. It was stated that on this medium growth of 
Myco. tuberculosis was more rapid than on Léwenstein-Jensen 
medium and that the medium was superior to Léwenstein-Jensen. 
In an attempt to confirm this finding, saponated blood agar was 
prepared, and microscopically positive sputums were inoculated 
on to this medium in parallel with a laboratory-prepared Léwen- 
stein-Jensen medium. Subcultures of Myco. tuberculosis isolated 
from sputums were also compared on the two mediums. In the 
first series of cultures for comparison of saponated blood agar 
and Léwenstein-Jensen medium, the saponated blood agar con- 
tained the brown saponin. Thirty microscopically positive sput- 
ums were inoculated simultaneously on to two slopes each of 
saponated blood agar and Léwenstein-Jensen and incubated at 
37 C for two weeks. A second series was later begun in which 
the saponated blood agar contained the white saponin. In this 
series 24 microscopically positive sputums were similarly in- 
oculated on to saponated blood agar and Léwenstein-Jensen 
slopes and incubated for two weeks. It was found that saponin 
(white) yielded a better blood agar medium than the brown 
saponin but that both varieties of the medium were inferior to 
a modified Lowenstein-Jensen medium for primary isolation of 
Myco. tuberculosis. 


RADIOLOGY 


Inflammatory Lesions of the Esophagus and Stomach. F. J. 
Hodges and P. Rubin. Am. J. Roentgenol. 74:989-999 (Dec.) 
1955 [Springfield, I11.]. 


Of 21,008 patients who had roentgenologic examinations of 
the upper gastrointestinal tract at the University Hospital in Ann 
Arbor, Mich., between 1949 and 1953, final diagnosis of esopha- 
gitis was made in only 93 and of chronic hypertrophic gastritis, 
in 101. These data show that, to the extent to which the methods 
employed in roentgenology are reliable in its detection, inflam- 
matory disease occurring in the esophagus and in the stomach 
is a finding of relative infrequency. Acute and subsequently 
chronic sclerosing esophagitis after abnormal exposure to acid 
gastric contents in patients with sliding hiatal hernia proved to 
be the most commonly recognized form of esophageal inflam- 
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matory disease. Luminal narrowing, whether short and high 
grade or more extensive and less complete, is the most important 
reentgenologic finding in esophagitis. The bulk of confirmed 
cases of gastritis, as recognizable roentgenologically, were of the 
chronic hypertrophic type in which the deeper submucosal layers 
of the stomach were primarily and most extensively involved. 
The commonest expressions of hypertrophic gastritis as seen by 
the radiologist are of the localized or segmental variety, usually 
confined to the extreme lowermost portion of the gastric an- 
trum. The roentgenologic differentiation between segmental 
hypertrophic gastritis and primary neoplasm is often difficult, 
“ometimes impossible. Nonspecific regional inflammatory dis- 
case, similar in character to lesions found with fair frequency 
in the small intestine and colon, was not observed by the authors 
in the stomach, and only two such cases were collected from 
the literature; at the level of the stomach this type of disease is 
a rarity. 


Roentgen Findings in Regional Enteritis. R. H. Marshak and 
B. S. Woif. Am. J. Roentgenol. 74:1000-1014 (Dec.) 1955 
|Springfield, IIl.]. 


Of 750 patients with regional enteritis in whom serial clinical 
and roentgenologic studies were carried out over one to 12 years, 
the distal 9 to 12 in. of the terminal ileum were involved in 506, 
the entire ileum in 126, the distal half of the jejunum and the 
proximal half of the ileum in 102, the jejunum alone in 12, and 
the duodenum in 4. These data show that regional enteritis, the 
most common nonspecific inflammatory disease of the small 
intestine, may affect any portion of it, although the terminal 
ileum is the most commonly involved. Since stenosis is a promi- 
nent feature of this disease, the roentgen findings were con- 
veniently divided into the nonstenotic and stenotic stages. The 
general roentgen changes from the earliest alteration to the late 
stenotic stage as well as the changes characteristic of the site of 
the involvement are described. The length of the involvement is 
usually determined on the initial examination. Proximal and 
distal extension without surgical intervention is uncommon. In 
most of the authors’ patients the disease was progressive. How- 
ever, many years may elapse before stenosis supervenes. Resolu- 
tion in regional enteritis is infrequent. Regional enteritis extend- 
ing into the colon is uncommon. After side-tracking operations 
for regional enteritis, with and without resection of the diseased 
intestine, the incidence of recurrent lesions in the new terminal 
ileum may vary between 20 and 60%. Again, the new terminal 
ileum may be involved without involvement of the colon. In 20 
patients regional enteritis was associated with right-sided ulcer- 
ative colitis. Diffuse ulcerative colitis with regional enteritis was 
uncommon without previous surgical intervention. Nonspecific 
ulcerative colitis may involve the distal portion of the ileum, and 
the small intestinal lesion must then be differentiated from re- 
gional enteritis by the lack of fistula formation, the lesser degree 
of narrowing of the affected segment with absence of dilatation 
of the proximal small intestine, the lack of evidence of thickening 
of the mesentery, and the absence of a pressure defect on the 
medial wall of the cecum. Specific inflammations of the small 
intestine that can be recognized on roentgenologic examination 
are uncommon in this area. 


Physiologic Vertebral Ligamentous Calcification: An Aging 
Process. C. F. Smith, D. G. Pugh and H. F. Polley. Am. J. 
Roentgenol. 74:1049-1058 (Dec.) 1955 [Springfield, Ill.|. 


Physiological calcification of the longitudinal spinal ligaments 
associated with the decreased mobility of the spinal column that 
occurs with advancing age is described in 36 men and 17 women 
who were seen at the Mayo Clinic between 1946 and 1951. Of 
these 53 patients, 21, whose average age was 65 years, had no 
symptoms referable to the back and 32, whose average age was 
62.5 years, had generally mild symptoms referable to the back. 
Anemia or leukocytosis was absent and the erythrocyte sedimen- 
tation rate was normal unless the presence of unassociated dis- 
eases caused an increase. Roentgenologically, the region involved 
by ligamentous calcification varied in extent from a distance of 
one or two vertebral interspaces to the entire length of the spinal 
column. The thoracic portion was the most frequent site of 
involvement (43 patients) and this region of the spinal column 
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almost always was affected if ligamentous calcification was seen 
in the cervical and lumbar regions. The calcified ligament as 
seen on roentgenograms often reached a thickness of 5 to 10 mm. 
and frequently was so densely calcified as to indicate that the 
ligament had become ossified. It frequently appeared “flabby” 
and as if it were too long for the intervertebral space it must 
cover. This appearance of looseness was especially pronounced 
at the intervertebral spaces. The tortuous, calcified ligament was 
usually homogenous in density and was distinct from the anterior 
margins of the vertebrae to which it was attached. Sacroiliac, 
apophyseal, and costovertebral joints were normal. Few other 
reports of patients with similar or somewhat comparable condi- 
tions have been published. Rheumatoid spondylitis is the disease 
with which physiological ligamentous calcification is most likely 
to be confused, because ligamentous calcification may be common 
to both. Physiological ligamentous calcification is suggested by 
the older age of the patients in whom it is observed; the absence 
of symptoms or the relatively late age at which onset of symp- 
toms occurs; the comparatively mild nature of symptoms relative 
to the back, if any symptoms are noted; the normal values for 
hemoglobin, leukocytes, and erythrocyte sedimentation rates: 
and the general absence of roentgenographic evidence of inflam- 
matory changes in the sacroiliac, apophyseal, and costovertebral 
joints. 


Radiological Evaluation of Low Back Pain. W. J. Landry, J. T. 
Brierre and N. S. Hunt. J. Louisiana M. Soc. 107:484-487 (Dec.) 
1955 |New Orleans]. 


A thorough history of the patient’s complaint, a general physi- 
cal examination, and roentgenologic examination are the three 
important steps in the study of patients with low back pain. The 
authors feel that the first two of the steps are often neglected 
because of an x-ray report revealing a departure from normal, 
but this may have no bearing whatever upon the symptoms. Low 
back pain is a symptom not a disease. With regard to its causa- 
tion, four groups of disorders are differentiated. The first group, 
ligamentous and muscular injuries of the spine, includes: chronic 
arthritis of the lumbar spine or of the sacroiliac joints, fractures, 
ruptured intervertebral disks, and tuberculous or malignant 
lesions of the spine. The second group, the visceral lesions that 
can cause low back pain, includes: (1) gastrointestinal conditions 
such as an overloaded colon causing irritation to the lumbar 
nerves, a spastic colon, disorders of the appendix and rectum, 
intra-abdominal adhesions, and hernias; (2) urologic conditions 
such as infections and tumors of the prostate; (3) gynecological 
conditions, for example, retroversion and retroflexion of the 
uterus; (4) central nervous system lesions such as tabes, menin- 
gitis, syringomyelia, lateral sclerosis, tumors of the spinal cord, 
and tumors of the cauda equina; (5) sciatic neuritis; (6) infections 
and tumors of retroperitoneal structures; and (7) general infec- 
tious diseases causing low back pain such as typhoid, influenza, 
and septicemia. The third group, or acquired lesions of the 
skeleton, includes the following disorders: 1. Low-grade infec- 
tions, inflammatory lesions, such as rheumatoid spondylitis, give 
morning pain, whereas osteomyelitis gives constant pain. 2. 
Neoplasms give constant low back pain and may be either pri- 
mary or metastatic. Involvement of a vertebral body or bodies 
and intactness of the intervertebral disks is pathognomonic of 
malignant disease. 3. Traumatic spondylitis, as well as fractures 
of facets and pedicles, gives static backache. 4. Pathological 
conditions of the disk include those of the nucleus pulposus and 
annulus fibrosus, such as retropulsion or antipulsion; lateral 
shift; calcification; infiltration by other tissues, such as fibrous 
tissue, bone, or blood vessels; and dehydration. The fourth group 
of disorders that may cause low back pain consists of various 
congenital lesions. These include: elongation of the transverse 
process of L5, which causes pain by impinging on the ilium, 
causing friction; sacralization of the last lumbar vertebra or 
lumbarization of the first sacral segment; and defect of the neural 
arch, unstable lumbosacral angle, variations of the articular 
facets, and platyspondyly. The authors feel that a minimum of 
seven positions are necessary for a complete roentgenologic sur- 
vey of the back and that, if more complete surveys were done 
and carefully interpreted, the element of error in diagnosis of 
low back pain would be reduced appreciably. 
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BOOK REVIEWS 


Thrombosis and Embolism: Proceedings of the First International Con- 
ference, Basel 1954. Edited by Th. Koller, ordentlicher Professor fiir 
Geburtshilfe und Gynikologie an der Universitat Basel, and W. R. Merz, 
Privatdozent fiir Geburtshilfe und Gynidkologie an der Universitat Basel. 
In German, French, and English.] Cloth. 76 Swiss francs. Pp. 1316, with 
illustrations. Benno Schwabe & Co., Basel 10, Switzerland, 1955. 


This is a valuable reference book on the various aspects of 
thrombosis and embolism. The material is divided into a number 
of sections, including the physiology and pathophysiology of co- 
agulation, the chemistry and pharmacology of anticoagulants, 
the pathogenesis and pathophysiology of thrombosis, patho- 
logical anatomy and experimental pathology, diagnosis, therapy, 
and prophylaxis. Those who want a cross section of the opinions 
expressed and information about the areas of agreement and 
disagreement without delving into the details of the specific 
problems will welcome the recording of the three panel dis- 
cussions presented by a group of physiologists under the chair- 
manship of J. E. Jorpes (Sweden), by a group of internists headed 
by I. S. Wright (United States), and by a group of gynecologists 
and surgeons with J. F. Nubeer (Holland) as moderator. The 
practicing physician should be particularly interested to learn 
that, among the 19 panel members from 11 countries dealing 
with the question of recent myocardial infarction, there was 
unanimous agreement that, provided there are adequate facilities 
for the control of the therapy and there are no contraindications 
for the use of anticoagulants, such therapy should be used in 
every patient with recent myocardial infarction and not reserved 
for the so-called poor-risk patients. Similarly, there was agree- 
ment about anticoagulant treatment in patients with impending 
myocardial infarction. It is of interest to read of a resolution 
submitted by Irving S. Wright and accepted by the conference 
that a committee whose aim will be to establish a standard 
nomenclature of the various factors of blood clotting be ap- 
pointed. This beautifully printed volume is arranged according 
to subject matter, with summaries in English, French, and 
German and an excellent subject index in the three languages. 
It should prove useful to everyone interested in the multifold 
problems of thrombosis and embolism. 


Personality Changes Following Frontal Leucotomy: A _ Clinical and 
Experimental Study of the Functions of the Frontal Lobes in Man. By P. 
Macdonald Tow, Ph.D., M.B., B.S. With foreword by Sir Russell Brain, 
Bt., D.M., P.R.C.P. Oxford medical publications. Cloth. $8. Pp. 262, 
with 27 illustrations. Oxford University Press, 114 Fifth Ave., New York 
11; Amen House, Warwick Sq., London, E.C.4, England, 1955. 


Since 1936, when Moniz reported that prefrontal leukotomy 
might be beneficial to certain types of psychotic patients, many 
attempts have been made to evaluate the normal functions of 
the frontal lobes of the brain by postoperative studies with 
standardized psychological tests. Two factors have hindered 
these investigations: the patients subjected to leukotomy were 
not normal before operation and thus a baseline has been 
difficult to draw, and “standardized tests” are not accepted by 
all investigators on an equal basis. In spiie of such handicaps, 
as well as others of less importance, much has been learned 
about frontal lobe function, particularly what changes occur in 
the personality after leukotomy, no matter how disordered that 
personality might have been before operation. Dr. Tow, former 
research psychiatrist at Oxford and a fellow in psychiatry at 
the Massachusetts General Hospital, chose for an experimental 
series 36 patients between the ages of 20 and 69, most of them 
in the younger age groups. A personality study was made on 
each patient before and after the operation. The greatest 
changes were found in the cognitional functions, which require 
powers of logical thinking, reasoning, perception of relations, 
and planning. In other words, the intellectual activities were 
those most affected, contrary to the prevailing view that the 
frontal lobes subserve only those functions that are primarily 
emotional or temperamental. Although this point of view is not 





These book reviews have been prepared by competent authorities but 
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new, its significance is emphasized in this careful study. In 
choosing patients for operation, the decision should depend on 
evaluations such as Dr. Tow has provided. There will always 
be some loss of function after leukotomy, but the type of loss 
emphasized here is one that requires particular evaluation before 
such a hazardous procedure is carried out. Only those patients 
who can profit by such a loss are suitable for operation 


Atlas of Rush Pin Technics: A System of Fracture Treatment. By Lesiic 
V. Rush, M.D., F.A.C.S., F.1.C.S. Cloth. $15. Pp. 227, with illustrations 
Berivon Company, Post Office Box 1851, Meridian, Miss., 1955 


This book is a well-organized compilation of a series of mono 
graphs that have been published over the last few years and 
released at periodic intervals. The first part of the book is his 
torical and stresses the early date at which Dr. Rush first used 
intramedullary pins. The various indications and techniques for 
insertion of Rush pins are shown throughout the book. The 
photographs are excellent, as are the multiple drawings, so tha 
on the surface it would seem relatively easy to insert these Rush 
pins, particularly through short wounds, without exposing the 
fracture site. This may be easy in the hands of Dr. Rush and 
associates, but it should be stressed here that the procedure is 
not nearly as simple as the line drawings would indicate. This 
book has a definite place in a reference library on the treatment! 
of fractures, and the principles shown in it are recommended 
if the pitfalls that one may encounter are remembered. The book 
is excellently made up, the printing is of a good size for easy 
reading, and the drawings and roentgenograms make the book 
almost self-explanatory. 


Henry Ford Hospital International Symposium on Cardiovascular Sur- 
gery: Studies in Physiology, Diagnosis and Techniques. Edited by Conrad 
R. Lam, M.D., Surgeon-in-Charge, Division of Thoracic Surgery, Henry 
Ford Hospital, Detroit. Proceedings of Symposium held at Henry Ford 
Hospital, Detroit; March, 1955. Cloth. $12.75. Pp. 543, with illustrations 
W. B. Saunders Company, 218 W. Washington Sq., Philadelphia 5; 
Grape St., Shaftesbury Ave., London, W.C.2, England, 1955 


The aim of the symposium here recorded was to present the 
advances, as well as the problems and controversial matters, in 
the field of cardiac surgery. Congenital heart disease, acquired 
heart disease, and surgery of the aorta and other arteries were 
discussed. The participants included most prominent workers in 
this field. Sir Russell Brock, in his foreword, emphasized that 
contributions of the surgeon to cardiology can lead and direct 
our knowledge from now on by contributing to the more ac 
curate diagnosis of heart conditions. This is particularly true of 
congenital heart disease, for at times it is impossible to make 
an exact diagnosis until the heart is exposed at operation. Sur- 
gery now affords the opportunity to study and observe the living 
heart as opposed to the dead one. This handsomely printed and 
profusely illustrated volume reflects the present status of cardiac 
surgery in a most satisfactory manner. It should prove of great 
interest to the thoracic surgeon and the cardiologist as well as 
to the general medical profession. 


Is Your Halo on Straight? Published for Ethics and Professional Con 
duct Council of Alumni Association of School of Medicine of College f 
Medical Evangelists. C. Glenn Curtis, M.D., Council Chairman, and 
others. Paper. $1. No pagination, with illustrations. San Lucas Press 
316 N. Bailey St., Los Angeles 33, 1955 


This booklet holds the mirror up to the medica! profession 
so that it may take stock of some of its foibles and some of its 
mistakes. Twenty characters peculiar to medicine, such as the 
ghost surgeon, “kidnipper,” and gadgeteer, are lampooned by 
cartoon and text, which, though humorous in manner of presen- 
tation, are serious in intent. Even as a picture speaks a thousand 
words, these intramural reprimands speak volumes about the 
pompous, the careless, the indifferent, or the unethical practi- 
tioner of medicine. Definitely written and drawn about the 
medical profession, it will be edifying to and enjoyed by its 
members. 
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INFLUENZA 


To THE Epitor:—There is considerable confusion regarding two 
conditions referred to as (1) influenza, flu, or grippe, and (2) 
intestinal flu, or stomach flu. If either exists as a disease entity, 
what are the diagnostic criteria? If intestinal flu does exist, 
how is it differentiated from a gastrointestinal upset due to 
food poisoning or dyscrasia? Many cases of mild nausea, 
vomiting, and diarrhea are seen, which may result from food 
poisoning. The layman invariably calls it “stomach flu” and 
believes it to be contagious. M.D.., Ohio. 


ANSWER.—Influenza is an acute respiratory infection com- 
monly associated with chills, fever, malaise, and respiratory in- 
volvement. It is usually not associated with gastrointestinal 
disturbance. “Intestinal flu” is a popular term that appears to 
apply to any form of acute gastrointestinal disturbance; there 
is no entity with this name. This term has been applied to out- 
breaks of bacterial infections due to such bacteria as Salmonella 
and Shigelia, to food poisoning, and to outbreaks of gastro- 
intestinal disease, which are certainly associated with a virus 
infection different from influenza. The bacterial or viral infec- 
tions are communicable. Local or state health departments are 
of aid in determining the epidemiological characteristics and 
the bacterial etiology. The best way to avoid major hysteria is 
to seek the etiological nature and to emphasize the fact that 
“intestinal flu” is not an established medical entity. Treatment 
of the bacterial infections with sulfonamides or appropriate 
antibiotics can be effective. 


AMINO ACID BALANCE 

To THE Epitor:—Jn THE JouRNAL, June 25, 1955, page 655, 
Elvehjem and Harper presented an interesting discussion of 
amino acid balance. As a result of the facts set forth I am 
concerned about the use of certain food supplements now 
being used. For example a preparation containing lysine is 
being offered as a growth stimulator for children. Is it con- 
ceivable that this product, either alone or in combination with 
supplementary vitamins By. and/or Bs, in a child’s diet could 
cause any of the toxic or deleterious effects noted in animals? 
It is contended by the manufacturer of this product that it 
is taken by the child in a 6:1 ratio with tryptophan and 
therefore does not disturb the natural balance of these amino 


acids. Is this true? Hugh W.S. Powers Jr., M.D., Dallas. 


ANSWER.—Although the work referred to above was done 
with animals, there is no reason to believe that similar relation- 
ships would not occur in human beings. The effect of adding a 
single amino acid depends on the level added and the level of 
protein and amino acid composition of the protein in the diet. 
In other words, the addition of an amino acid to a diet fairly 
high in a good quality protein will do no harm but, on the 
other hand, will have little benefit. If the level of protein in the 
diet is low, or if the protein is incomplete, benefit will result 
only when all the amino acids supplied in limiting amounts 
are added to the diet. If two or more amino acids are limiting 
and only one is supplied, deleterious effects may be observed. 
The ratio of lysine to tryptophan is no more significant than the 
ratio of lysine to the intake of several other amino acids. Lysine 
is not a growth stimulator for children unless it is added to a 
diet that is limiting in this specific amino acid. The amino acid 
balance is a complex problem, but from a practical point of 
view no difficulty should be encountered if the ratio of amino 
acids is not distorted to a significant degree. 





The answers here published have been prepared by competent authori- 
ties. They do not, however, represent the opinions of any medical or other 
Organization unless specifically so stated in the reply. Anonymous com- 
munications and queries on postal cards cannot be answered. Every letter 
must contain the writer’s name and address, but these will be omitted on 
request. 


J.A.M.A., Feb. 18, 1956 


QUERIES AND MINOR NOTES 


SUDDEN SHOCK IN YOUNG INFANT 

To THE Epiror:—A 10 lb. 8 oz. (4,762.7 gm.) male infant was 
delivered normally by a mother whose one previous preg- 
nancy resulted in twins. During this labor a severe tear of 
the cervix occurred. On its first day of life the baby was 
examined and thought to be normal. He was placed on routine 
nursing care with breast-feedings. The baby passed the second 
day uneventfully until 10 p. m., when the nurses noted he 
was vomiting. At 4 a. m. on the third day he vomited and 
became limp and lifeless. When I arrived the baby was in 
shock and pale, with severe tachycardia (about 180), but no 
definite neurological disturbances were noted. He was given 
Digifolin on the possibility that he had paroxysmal tachy- 
cardia, and later, caffeine, Adrenalin, and oxygen. When 
respiration became irregular in spite of a steady pulse, which 
had slowed to 140 per minute, the child was placed in air 
lock. Respiratory action stopped about two hours before the 
heart beat stopped at 8 a. m. on the third day of life. At post 
mortem the falx and tentorium showed small petechial hemor- 
rhages only. The left lung was partially atelectatic. There 
was a small tear in the inferior vena cava just above the 
diaphragm. The abdominal cavity was full of old clotted blood 
that had leaked from a subcapsular hematoma extending over 
most of the anterior surface of the right lobe of the liver. 
Our impression was that the baby had an exsanguinating 
hemorrhage as cause of death. What is the incidence of liver 
damage during labor in newborn babies? 


C. S. Meeker, M.D., Texarkana, Arkansas-Texas. 


ANSWER.—When an infant goes into shock suddenly on the 
second or third day of life, the most common cause is ex- 
sanguination into the abdominal cavity from rupture of the 
capsule of the liver. The liver is injured at birth usually by too 
firm pressure over the liver during a breech delivery. A bruise 
results that is responsible for subcapsular bleeding. A few hours 
or days later, when the child is again being handled, the capsule 
ruptures, the subcapsular blood escapes, and relief of pressure 
permits fresh hemorrhage. The child may die immediately, al- 
though the bleeding may be somewhat slower, and it may sur- 
vive for several hours (Potter, E. L.: Pathology of the Fetus and 
Newborn, Chicago, Year Book Publishers, 1952, p. 72). 


CHILLS AND SHIVERING 


To THE Epitor:—Standard nursing practice for a patient who 
is having “chills” is to apply hot water bottles and heavy 
blankets. It seems illogical to provide additional heat as 
mentioned; in fact, it would seem that such application might 
dispose the fever to rise to a level that would place the patient 
in danger of some complication, such as convulsion. Kindly 
outline a method of management of the immediate symptoms 
of the “chill.” M.D., Ohio. 


ANSWER.—The treatment of chills by the application of hot 
water bottles and warm blankets to the patient’s skin is physi- 
ologically sound as well as comfortable to the patient. During 
a chill there is vasoconstriction of blood vessels supplying the 
skin, resulting in a fall in skin temperature and the sensation 
of coldness. The lowered skin temperature serves as a stimulus 
to the central regulators of heat control, and shivering follows. 
The increased muscular work of shivering may increase heat 
production as much as 200%, thereby contributing to the in- 
creased internal body temperature. Shivering and its associated 
heat production may be abolished by warming the skin. The 
increased warmth of the skin also favors vasodilatation, in- 
creased skin blood flow, and sweating, all of which permit dis- 
sipation of internal body heat. When these vasomotor changes 
are noted, the application of external heat should be discontinued. 
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EPISODES OF COLLAPSE 


To THE EpItor:—A woman, aged 47, has had diabetes mellitus 
since 1929; otherwise, her physical condition is normal. Her 
diabetes is fairly well controlled with 18 units of protamine 
zinc insulin and 18 units of globin zinc insulin. Blood sugar 
levels are usually about 140-160 mg. per 100 cc. Six years ago, 
when getting out of bed, she collapsed and became extremely 
cyanosed. Her tongue protruded, and there was apnea. The 
cyanosis and complete cessation of respiration lasted for 
several minutes necessitating artificial respiration, During this 
episode a fair amount of vomitus drooled from her mouth. 
Two years ago, while in a pressurized plane at 18,000 ft. (5.4 
km.), she complained of faintness that passed a few minutes 
after inhaling oxygen. Last year, on a bus trip, she felt un- 
comfortable and, when the bus stopped at a station, got off 
and collapsed, becoming cyanosed, with teeth tightly clenched 
over the tip of her tongue and comple‘e cessation of breath- 
ing. It took great effort to open her jaws, but, when this was 
finally accomplished, she still did not breathe. Artificial res- 
piration was unsuccessful this time. A finger placed deep in 
the pharynx probably pulled on the epiglottis. She vomited 
slightly and regained consciousness but was extremely weak 
and pale. She took some orange juice, which she could not 
retain. One hour later she developed chills that were not 
relieved by several coats and blankets. Her extremities were 
cold and sweating. This episode lasted for two hours, after 
which gradual recovery took place. Since these episodes, she 
has flown and lived at all altitudes. What is the basis for these 
attacks? There is no evidence of cardiovascular disease, 
neurological disorder, or history of epilepsy. 

M.D., Canada. 


This inquiry was referred to three consultants, whose respec- 
tive replies follow.—Eb. 


ANSWER.—It is remarkable that a woman with onset of dia- 
betes at 21 years of age should be in such good condition after 
26 years of the disease. Has an ophthalmologist pronounced the 
eyes free from hemorrhages and exudates? Has a roentgenologist 
found the blood vessels of the chest, abdominal aorta, and those 
of the legs and lower ankles free from calcification? It is assumed 
from the account given that the blood pressure is normal and 
the urine free from albumin. It is certainly peculiar that this 
patient has symptoms and signs of an insulin reaction when the 
blood sugar level is 140 mg. per 100 cc. or above. Such has not 
been the experience of a group of doctors whose practice includes 
many diabetic patients. The acute episodes experienced by this 
patient are not in the realm of diabetes, and the opinion of a 
physician who encounters many neurological cases bordering on 
epilepsy would be desirable. 


ANSWER.—The two periods of tonic spasm with prolonged 
apnea suggest seizures of subcortical origin. A 26-year history 
of diabetes suggests the possibility of a sclerotic process or throm- 
bosis of cerebral vessels. Tumor is unlikely because of the five- 
year interval between seizures and the absence of other symp- 
toms. However, careful neurological and electroencephalo- 
graphic examinations, films of the skull, and possibly spinal fluid 
examination are indicated. At present it can only be said that 
these seizures are of unknown origin. Continued medication with 
phenobarbital or Dilantin would be indicated if the electro- 
encephalographic findings proved grossly abnormal. A free air- 
way (head held to one side and downward, with the lower jaw 
pressed forward) should be maintained during any attack. Flying 
should not be provocative, if cabins are pressurized at high 
altitudes. 


ANSWER.—The attacks described could be ascribed to a num- 
ber of conditions of which the most obvious would appear to be 
insulin shock. If hypoglycemia can be excluded, then, there 
should be investigation of the following in the order indicated: 
1. Anoxic anoxia occurs where there is low oxygen tension in 
the inspired air. This may account for the patient’s episode of 
unconsciousness while in flight at the altitude of 18,000 ft. 
(5.4 km.). Such losses of consciousness last from several seconds 
to minutes and may be associated with convulsions. 2. Postural 
syncope occurs in individuals who are subject to local cerebral 
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anemia. Cerebral circulation appears to be highly specialized 
Lennox, Gibbs, and Gibbs (J. Neurol & Psychiat. 1:211, 1938) 
pointed out that the brain regulates its own circulation, prefer- 
ring to rely on its own regulatory mechanism than to depend 
on so-called outside agencies. Penfield and Jasper (Epilepsy and 
the Functional Anatomy of the Human Brain, Boston, Little 
Brown & Company, 1954, chap. 6) have shown that the cerebro 
vascular network is a very sensitive one. Carbon dioxide in 
the cerebral tissue causes local blood vessels to dilate promptly 
Local cerebral blood vessels, which constrict as rapidly, may 
cause collapse with or without convulsive manifestation. 3 
Subtentorial tumors may produce sudden losses of consciousness 
without premonition. The general appearance may appear to 
look like shock. 4. A sensitive or irritated carotid sinus may 
produce collapse abruptly without any aura. 5. Attacks of 
sudden loss of consciousness may result from hyperventilation 
6. Variations of epilepsy may produce symptoms identical to 
those described. The patient apparently needs more intensive 
investigation. If it is certain that she has not had insulin shock, 
further blood sugar studies under stress conditions should be 
made. She should have electroencephalographic studies to rule 
out cerebral dysrhythmia, as other cases similar to this have 
been reported in the literature. Serial tracings should be done in 
the event that the first electroencephalogram is apparently nor 
mal. A pneumoencephalogram should be done to rule out the pos 
sibility of tumor. If no definite findings result from either exam- 
ination, there is good indication for arteriography. Testing for 
hyperventilation and carotid sinus syncope should be done in 
any event. If all of the testing is without definite findings, the 
use of anticonvulsant therapy is recommended. The drugs of 
choice are diphenylhydantoin sodium, methylphenylhydantoin, 
and ethylphenylhydantoin. Doses from 30 to 90 mg., three to 
four times daily, should be adequate. In the final analysis, drug 
therapy would have to be used for a considerable time, since 
the attacks are so infrequent. 


REMOVAL OF INSECTICIDES FROM 
FRUITS AND VEGETABLES 


To THE Epitor:—Will 1] oz. of concentrated hydrochloric acid 
diluted in 3 qt. of water and used as a wash for five minutes 
for fruits and vegetables remove all poisonous insecticides? 


M.D., New York. 


ANSWER.—Diluted hydrochloric acid is the most effective of 
the common inorganic acids for removing the commonly used 
inorganic insecticides, such as lead arsenate, Paris green, and 
cryolite. Such a solution will also remove most of an organic 
insecticide such as chlorophenothane (DDT). One ounce of con- 
centrated hydrochloric acid diluted with 3 qt. of water is a 
satisfactory dilution and five minutes is a satisfactory time; 
however, it cannot be stated that any solution will remove all 
of any particular pesticide. Public Law 518, passed on July 22, 
1954, as an amendment to the Federal Food, Drug, and 
Cosmetic Act, requires that residues of pesticides on fruits and 
vegetables not exceed a tolerance that is regarded as providing 
safe food. The tolerance varies with the fruit or vegetable and 
the pesticide. 


BACTERIAL ENDOCARDITIS 


To THE Epitor:—What is the present treatment of subacute 
bacterial endocarditis? Should a patient with a history of 
rheumatic fever and low grade fever but with persistently 
negative blood cultures receive therapy for subacute bacterial 


endocarditis? Nathan Sedofsky, M.D., Brooklyn, N. Y. 


ANSWER.—The basic therapeutic substance in the treatment 
of subacute bacterial endocarditis is the antibiotic. The type of 
antibiotic is determined by the sensitivity of the causative organ- 
ism to one of the antibiotics in vitro. The antibiotic given should 
be in a concentration of 5 to 10 times the minimal inhibiting 
concentration and should be continued for at least three weeks 
after all active infection has subsided. Generally speaking, 
2 million units of penicillin should be administered daily intra- 
muscularly in divided doses every three hours. The dose may 
have to be adjusted after the sensitivities are measured. The 
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history of rheumatic fever and a low grade fever is not sufficient 
indication for the treatment of subacute bacterial endocarditis. 
The treatment should preferably be directed toward prevention 
of group A beta-hemolytic streptococcic infection and recur- 
rences of rheumatic fever. 


SURGERY ROOM FOR TUBERCULOUS PATIENTS 


To THE Epiror:—/n a community with a modern 216-bed 
tuberculosis hospital and an antiquated 187-bed general 
hospital, plans have been made for an additional building at 
the site of the tuberculosis hospital, so that the general hospital 
patients will he taken care of there. There will be enlargement 
and common usage of the laundry, kitchen, x-ray laboratory, 
and surgical departments. The patients will be segregated. 
The question has arisen as to the safety of using the same 
surgery room for a nontuberculous patient after its use by 
a tuberculous patient. Is there any danger if proper care is 
taken of the room and instruments? 


William F. Leslie, M.D., Hilo, Hawaii. 


ANSWER.—Such effective technique is now available for caring 
for tuberculous patients and the places where they are treated 
that it should be safe to use a surgery room for nontuberculous 
patients after its use by tuberculous patients. Hospital person- 
nel, as well as other patients, can be satisfactorily protected if 
contagious technique is rigidly employed. Effectiveness of tech- 
nique practiced in your institution can be promptly and ac- 
curately determined by testing uninfected personnel members 
with tuberculin periodically. If infections should occur, they 
will be in evidence by conversions from nonreactions to re- 
actions to tuberculin within eight weeks after contact with tuber- 
culous patients. 


LICENSURE 


To THE Epiror:—What is the legality or status of an out-of- 
state doctor writing a prescription in another state, this doctor 
being a member in good standing in his county society and 
in the American Medical Association. 


M.D.., Illinois. 


ANSWER.—Legally, a physician may practice medicine only 
in those states where he is licensed to practice. Since a prescrip- 
tion is an order for drugs to be used in treating a patient, a 
physician going into another state in which he is not licensed 
is generally in the same position as a layman if he issues a 
prescription for drugs intended to treat a patient. 


VODKA 

To THE Epitor:—A patient with a heart condition says he gets 
more relief from an ounce of vodka than from a larger drink 
of whiskey. What is the difference between these alcoholic 
beverages? Are there any harmful effects from vodka that he 
would not get from whiskey? M.D., Texas. 





ANSWER.— Vodka is practically pure ethyl alcohol and water, 
while whiskeys contain additional extractives that account for 
their characteristic flavors. The apparent therapeutic effect of 
alcohol in cardiac conditions is due to the sedative effect on the 
central nervous system and not to the vasodilating properties of 
alcohol. This patient may be somewhat adversely affected by 
the congeners in whiskey, which are minimal in vodka. 


SLIPPED INTERVERTEBRAL DISKS 

To THE Epiror:—J/n THE JourNAL of Nov. 12, 1955, page 1173, 
the answer to a question from a Michigan doctor on the 
operation for slipped intervertebral disks includes statements 
subject to serious challenge. One is that myelograms are of 
questionable value, and the other is that a combined pro- 
cedure of removal of the disk and spinal fusion is the opera- 
tion of choice. Practically no neurological surgeon and very 
few orthopedists would agree with these statements. 1 would 
no more operate on a patient for a herniated disk without 
myelographic confirmation than I would operate on a patient's 
stomach for a peptic ulcer without gastrointestinal barium 
studies. As for spinal fusions, perhaps one case in 50 with a 
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classical clinical picture and confirmatory myelographic evi- 
dence of a herniation of nucleus pulposus would require a 
fusion in addition to the radical extirpation of the herniated, 
as well as the unherniated, portion of the disk. It would seem 
to me, therefore, poor judgment and worse surgery to subject 
98 patients to unnecessary fusions for the sake of 2 of the 
100, who might require a fusion at a secondary operation. 


Leo M. Davidoff, M.D. 
1008 Fifth Ave. 
New York 28. 


DIABETIC RETINITIS 

To THE Epitor:—/n THE JouRNAL, Feb. 26, 1955, in “Queries 
and Minor Notes,” a physician inquired about suggestions 
for treatment of diabetes retinitis. Your consultant admitted 
that many disagree on the use of Rutin. However, he sug- 
gested that it could be prescribed in large doses. Thus, he 
has perpetuated once again the myth of the value of Rutin 
in diabetes retinitis. As far as I know there has never been 
any conclusive proof that it has been of any value. In any 
series published where adequate controls were used, there 
was no significant improvement with the use of Rutin. Some- 
one should have the courage to start disparaging its use. 1 feel 
that this unnecessary drug expense should be discouraged. 


George F. Krakowka, M.D. 
Wenatchee Valley Clinic 
Second and Mission 
Wenatchee, Wash. 


RETINITIS WITH MACULAR EDEMA 


To THE Epitor:—/n THE JouRNAL, Dec. 3, 1955, page 1424, is 
a question about a case of recurrent macular edema, starting 
at age of 35. The answer stated that this was probably a case 
of heredomacular degeneration. While this is a possibility, it 
is more likely that this is a case of central serous (angio- 
spastic) retinopathy, which, in my experience, responds to 
adequate doses of hormonal-steroid therapy. 1 am treating 
four patients at present; one had a vision of 20/200 and had 
received 20 mg. of Meticorten for three weeks. The dose was 
increased to 40 mg., with resultant increase of vision to 20/30 
within three days. It would appear that this patient requires 
larger doses of Meticorten than he is now receiving. If after 
a one-week trial with about 40 mg. of Meticorten he still 
does not respond, he should be given corticotropin (ACTH) 
intravenously lasting 12 to 16 hours daily. In this type of case, 
care should be taken to control water imbalance, employing 
potassium chloride and either Diamox or mercurial diuretics, 
as the retina may also become waterlogged. 


Dan M. Gordon, M.D. 
133 E. 58th St. 
New York 22. 


INDURATION OF CORPORA CAVERNOSA 

To THE EpItor:—Jn answer to a question in THE JOURNAL, Nov. 
19, 1955, page 1255, concerning the further investigation of 
an indurated mass in the corpora cavernosa penis of a 40- 
year-old man without other symptoms or findings, we would 
suggest that a biopsy be made of this lesion. Although a 
metastasis to the penis from a primary tumor elsewhere is 
unusual, there are 55 such cases reported in the medical litera- 
ture, plus an additional 9 cases in our own records scheduled 
for publication in Cancer in May. 1956. The bladder, rectum, 
and prostate are the most common sites for such primary 
tumors, accounting for 73% of them, with the kidneys, testes, 
and lungs being less frequent sources. Priapism occurred in 
24 of these 64 patients and was the first manifestation of a 
neoplastic disease in 8 patients. 


Albert J. Paquin Jr., M.D. 

Samuel I. Roland, M.D. 

James Buchanan Brady Foundation 
of the New York Hospital 

New York 21. 
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